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V  .
One of the main features of social change in the contemporary 
world has been the rapidly increasing rate in the growth of scient­
ific knowledge and technological change. This increase which has 
inevitably been matched by a rapid increase in population has had a 
direct effect on the type and availability of and the demand for 
medical care. A direct result of this has been the rise of 
professionalism and specialisation within medicine and as such the 
profession has become a much admired and sought after occupation.
The increasing complexity of society has brought people to a real­
isation that professional help is a necessary commodity and as a 
result professional groups have in recent years not only increased 
enormously in size and complexity but also in the power and 
influence that they wield. At the same time certain of the profess­
ions have become the centre of considerable fiscal and political 
controversy; of all groups this is especially true of the medical 
profession.
Over the past century or more, the problems of urban living in 
industrialising societies have made family limitation a necessity, 
while at the same time the advances in medical science and contra­
ceptive knowledge have transformed family building into a potentially 
controlled and predictable process. Inevitably then the medical 
profession has become the subject of significant investigation by 
social scientists. These investigations have been paralleled by and 
to some extent overshadowed by attempts to assess the impact of 
these various advances on the behaviour of reproducing couples in 
various parts of the world.
Starting initially from registration data and census-type 
studies of cohort fertility there developed, after World War 11, 
with a growing awareness of world population problems, a series of 
intimate and detailed studies of the effects of family planning 
techniques. These included the Growth of American Families - 
(G.A.F.) - studies of Whepton and colleagues, the Office of Popul­
ation Census Surveys - (O.P.C.S.), the Population Investigation 
Committee - (P.I.C.) - of Glass and the now familiar Knowledge, 
Attitudes and Practice - (K.A.P.) - studies sponsored originally by 
the American Population Council in various countries, and more 
recently in Australia by the Department of Demography at the
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Australian National University. (See Appendix 1). Such studies 
were mainly cross-sectional questionnaire investigations whose 
object it was to establish trends in fertility expectations, in 
attitudes to population trends and family planning and in contra­
ceptive behaviour and practice.
From these and other studies it is possible to identify in 
sociology a broad approach based on the assumption that our attit­
udes and actions are structured largely by our social environment. 
What values, attitudes, activities and relationships we have are 
seen to be the result of, or at least to be greatly influenced by 
the organisation and structure of the society in which we live.
In spite of these extensive studies, there have been surpris­
ingly few studies of the medical profession in regard to its 
members’ views on the various aspects of population trends and 
family planning. Review of the literature in relation to these 
views suggests that there is a significant number of variables 
which might in fact determine the knowledge, attitudes and practice 
of doctors in the area of population policy and control. Such 
variables include age, religious upbringing, secondary school 
education, frequency of church attendance, the influence of religion 
in shaping their views as well as the place of practice and the 
size of the community in which they live.
The present survey investigates the influence of such variables 
and, as far as is known, is the first such survey of a specialist 
group of obstetricians and gynaecologists in Australia. While it 
has not been possible to analyse all these variables in relation 
to population policy, abortion and contraceptive usage in the space 
available, especial attention has been paid to age and religious 
upbringing and such other variables as seem most appropriate in 
particular situations. Considerable attention, for example, has 
been paid to the issue of abortion which has been and will continue 
to be one of the major socio-medical problems of the 1970s and 1980s.
The underlying hypothesis in the survey is that the way a 
doctor thinks, practises and acts tends to be related to a number 
of personal, social and demographic variables to which he has been 
at varying times exposed. Two decades ago, a request for
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termination of pregnancy on non-medical grounds would have 
embarrassed most obstetricians for example. Contraception was not 
routinely introduced, discussed or prescribed while sterilisation, 
of doubtful legality, was reserved for the grand multipara and for 
reasons of maternal safety. Vasectomy was almost unmentionable 
while populate or perish and White Australia were almost household 
words.
The comparatively few studies of doctors’ opinions on fertility 
related matters have often been surveys of large national samples 
designed in a form for statistical analysis with collection of data 
by self-completed postal questionnaires. This general approach 
has again been chosen as the most practical, and while this method 
does not appeal universally to doctors in that there is an inherent 
inadequacy in conveying what the individual doctor feels, neverthe­
less an adequate response rate does produce data which is not only 
useful but which is statistically valid. In a profession whose 
members are basically conservative and who tend to wait and see 
what their colleagues think and do before committing themselves, the 
questionnaire approach seems to be an appropriate one.
The present survey has not been without its problems, it 
generated a wide spectrum of comment. On the one hand it attracted 
some degree of scepticism, offence and abuse and on the other, 
varying degrees of approval. The fact that three out of four 
questionnaires were answered and returned with only occasional 
comment is significant given the usual response rate from similar 
surveys of professional groups.
Special thanks are due to Dr Owen Dent of the Department of 
Sociology, Australian National University, for his patience, help 
and encouragement in what for him must have been a trying exercise. 
Thanks are due also to the then Australian Council, of the Royal 
College of Obstetricians and Gynaecologists with whose permission 
this survey was carried out in the Autumn of 1978.
Introduction
1 .
Control of reproduction has always been socially regulated in 
some way: this is because such control has consequences for two
important social issues that are crucial to the overall development 
of society, viz sexual activity and population size. In addition, 
birth control is significant in terms of a third social phenomenon 
- the role of women. (Gordon: 1976. p.3)
In the Western World today birth control practice is regarded 
by a substantial and influential majority of doctors as an important 
element in preventive medicine, and the provision of contraceptive 
advice as an appropriate activity for the medical practitioner.
This approach is however a product of the last few decades only and 
its adoption might be regarded as one of the major achievements of 
the Birth Control Movement whose past activities had been as much 
impeded by the hostility of the medical profession as by the oppos­
ition of religious groups and the indifference of the public generally.
It is pertinent to consider why the medical profession was so slow 
to accept this responsibility.
While the question of who controls the technology of birth 
control has always been an issue, birth control itself was not 
generally regarded as a controversial matter in the early pre—agri­
cultural and nomadic societies. On biological grounds it would be 
"natural” and practical for women to control reproduction, but once 
men discovered their role in conception they tended to assume control 
over when, how often, and with whom women could have sexual relations. 
There is evidence that men's control over population went beyond 
sexual regulation to include infanticide and abortion as well.
In agricultural societies the economic utility of large families, 
combined with continuing high infant mortality, saw birth control 
usage by individuals as a threat to the family and the community.
Thus agricultural societies tended to produce the first ideologies 
that entirely banned birth control. (Gordon: 1967. p.4). This
prohibition on birth control required constant reinforcement because 
there were always women who wished to limit and space their pregnancies. 
Legal prohibitions and sanctions alone could suppress to a large 
extent the spread of information and propaganda about birth control, 
but they could not prevent its practice.
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Attempts continued to convince individuals that the use of 
birth control was immoral, and it was in relation to this task that 
various religious ideologies came to play a dominant role. In the 
Western World it has been the Judeo-Christian tradition which has 
become dominant. While Jewish law tended to be somewhat egalitarian 
on sexual matters, recognising the permissibility of contraceptive 
usage, Christians, by contrast, gradually evolved a total condemna­
tion of birth control. (Gordon: 1976. p.6).
The Christianity of the time of Jesus was distinctly pro-woman, 
and while St. Paul recommended celibacy there was no condemnation 
of sexual enjoyment in marriage. Augustine specifically condemned 
contraception while Aquinas codified the idea that even within 
marriage sexual intercourse was justifiable only for procreation.
Every act of intercourse was a sin unless performed with a repro­
ductive intent, a point of view reaffirmed as late as 1930 in the 
encyclical Casti connubii. (Noonan: 1965. p. 426). Such was the 
overall Catholic attitude towards sexuality and women.
Changes in ideology about sex and womenhood proceeded gradually 
and at a different pace in different geographic and economic 
circumstances. In the Christian world, capitalist development appears 
to have produced three distinct stages in this ideology before the 
beginning of the birth control movement.
The first was the Renaissance, among the newly monied aristocracy 
and bourgeoisie. There was greater public approval of birth control 
than previously, brought about by a higher valuation of extramarital 
sex among the new rich who set out to emulate the life style of the 
aristocracy in the consumption of luxury goods and sexual pleasure, 
aided by the rediscovery of old Eastern contraceptive recipes.
(Gordon: 1976. p.13).
The second stage was the cultural part of a class struggle led 
by the commercial capitalist class. Capitalist industry required 
discipline and self denial - the Protestant ethic - and one of the 
important gratifications which was postponed was sex. At the same 
time, woman's calling was to become a wife, and thereby bear children 
and satisfy man's sexual desire - sex was strictly limited to within 
marriage. (Gordon: 1976. p.15).
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The third stage coincided with the process of industrialisation 
which began in the nineteenth century and which set in motion social 
changes which led ultimately to a weakening of the "puritan” type 
family. Human sexual expression became secularised and it came to 
be applied much more rigidly to women than to men. It was this form 
of sexual repression which became known as Victorian prudery - a 
situation characterised by a double standard which imposed self 
denial and chastity on women and created for men the greatest 
prostitution industry in history. Although in some ways the rights 
of women were in many respects greater in the nineteenth century 
than at any other previous time in the Western World, the prohibition 
on birth control and on any open discussion on sexual matters had 
never been more severe.
However, the technology of birth control was known and it is 
little wonder that by the early twentieth century, organisations 
demanding the legalisation of birth control came to be formed, first 
by feminists and later by other radical political activists concerned 
with women’s rights. These groups saw birth control as having three 
major social purposes: to increase the individual freedom of women,
to improve and protect health, and to control overall population 
trends. (Gordon: 1976. p. 253). While the Birth Controllers mainly 
emphasised the first function it was not long, as will be seen, before 
the others became dominant.
In terms of general attitudes then, Victorian prudery, which 
lasted well into the beginning of the twentieth century, focussed its 
taboo on the subject of childbirth. Up to the 192.0s this taboo 
effectively prevented any possible consideration of birth control as 
a general policy. Women’s fidelity and male dominance were still 
seen as of paramount importance as was fear of conception outside 
marriage.
This prejudice was still supported by the continuing hostile 
attitude of many churches. Christian doctrine was still clear in that 
the primary aim of sexual activity was the procreation of children.
Any artificial interference with the process of coitus and conception 
was contrary to the laws of God. At the 1908 Lambeth Conference, for 
example, the Anglican bishops viewed with 'alarm the growing practice
of artificial restriction of the family .... as demoralising to
character and hostile to national welfare' (Leathard: 1980. p.2).
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The attitudes of the medical profession were a little more ambiguous, 
but most doctors remained uncompromising. While ignorance played an 
important part, the neglect of contraceptive medicine, to a degree, 
dated back to the ethos of the Catholic Church; early medical educ­
ation had largely been undertaken as an adjunct to monastic learning. 
(Leathard: 1980. p.3). The British Medical Association and the 
General Medical Council as well as the learned Journals reflected 
an anti-birth control viewpoint. The 1911 Census revealed that doctors 
had the smallest families in all occupational categories, and by 1921 
there was evidence that doctors were beginning to advocate the spacing 
of pregnancies; however they recommended abstinence or left patients 
to discover a method for themselves. (Leathard: 1980. p.2)
Meanwhile against this background of church hostility and medical 
indifference and in spite of the Establishment views, a major social 
change was taking place in the form of a growing desire for family 
limitation among married couples. This took the form of a decline 
in the English birthrate dated from 1877, the year of the much 
publicised Bradlaugh-Besant trial whose widespread publicity greatly 
influenced the acceptance and practice of birth control. As the 
economic advantages of the small family became evident, broader 
sections of the population adopted the practice. However these 
developments had little direct impact on the lives and health of the 
poorer women of the community.
The onus for informing and educating the public, especially the 
poorer classes had fallen to a large extent on the commercial sector 
whose literature and appliances were of dubious quality. The Birth 
Controllers were committed to draw birth control away from its assoc­
iation with commercialism and indecent literature and the multiplicity 
of outlets from chemists to hawkers. There was no female counterpart 
for the barber who sold the sheath to an all male clientele, given 
the historical concern of the old barber surgeons for the spread of 
venereal disease.
The clinic pioneers aimed to substitute well equipped clinics 
in the place of the second rate facilities and knowledge available 
to the poorer women. The new Birth Control Movement then represented 
an almost total challenge to the dominant values of a male oriented 
society, at the same time, representing the view that adult sexual
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relationships should be regulated by human needs rather than 
religious dogma.
After 1920, there was increasing evidence of male professional 
interest in the birth control issue. A few doctors tried to introduce 
a medical orientation while among other academic groups there was a 
distinct trend towards racial and eugenic elements. It was the 
eugenic movement of the 1930s which individually and organisation­
ally became the population lobby of the 1950s and 60s. While the 
idea of population control had distinctly different origins from the 
birth control movement, it was the former which ultimately dominated 
the latter. Women’s rights tended to become secondary to these other 
issues and as such did not again become assertive until the abortion 
lobby of the early 1970s.
The original emphasis of the Family Planners on family size as 
a factor contributing to family stability and prosperity foreshadowed 
a revived Neo-Malthusian emphasis on population size as contributing 
to societal stability and prosperity. Population control, it should 
be noted, had two main approaches; urging birth rate reductions in 
under-developed countries as a tool in economic development, and 
upon the poorer people within developed capitalist countries as a 
weapon against poverty. Population control became a weapon of 
racial repression and international foreign policy and inevitably 
there was associated abuse, coercion and corruption. The two move­
ments became intermingled and confused to the detriment of the latter. 
There was in the Western World a growing philosophy, believed by 
some and resisted by others, that all population growth had to be 
curtailed in order to control a runaway world population. This was 
the confused era of Zero Population Growth - a passing phase - people 
soon began to see that the real problem was in the under-developed 
rather than in the developed countries. However the pattern was set 
for the future, for out of this focus came ever increasing demands 
for free and comprehensive birth control services under government 
patronage and support. (Leathard: 1980. p. 189).
In spite of a few cracks in the medical ranks, it was not until 
the profession found a form of contraception which required close 
medical supervision that doctors admitted to a legitimate interest 
in birth control or family planning as it was now more respectably
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called. It was the advent of hormonal contraception and plastic 
Intrauterine Devices which brought this about in the early 1960s.
Birth Control had become increasingly 'medicalised1 and as a result 
Medical Schools and learned Royal Colleges included such techniques 
in their curricula. (Leathard: 1980. p.2).By the mid-1970s, the 
Medical Profession and the Family Planners had found common ground 
with the former becoming dominant. Family planning had won its 
battle but had lost the war.
By the 1970s growing world-wide regard for human welfare and 
development contributed to a recognition of the fact that changes 
in population size, distribution and composition must be subjects 
of concern to society. Doctors were seen as becoming increasingly 
interested in population problems, a logical consequence of their 
new found role in the provision of fertility regulation as a means 
of improving human health and welfare. As a result of the mounting 
global concern over the perceived precarious balance between 
population growth and the world’s space and resources, doctors had 
gradually come to the realisation that they should re-examine their 
role in society not just as the enemy of disease but as the purveyor 
of health.
This need was first officially recognised by the World Medical 
Association in Amsterdam in 1972, where the question was raised by 
the delegation from Switzerland. Alarmed by the Club of Rome's 
report on the predicament of mankind, (Meadows: 1972), the Assoc­
iation decided to examine the question at the World Medical Assembly 
in Stockholm in 1974 - an appropriate move in view of the fact that 
the United Nations had already designated 1974 as World Population 
Year. As a result an international conference - The Conference on 
the Physician and Population Change - was held in Stockholm from 
4-6 September, 1974 sponsored by four interest-World bodies: viz., 
the World Federation of Medical Education, the International Planned 
Parenthood Federation, the World Health Organisation, and the World 
Medical Association. The theme was set by the opening speaker who 
stated "overpopulation has become the most important factor affecting 
the health of mankind". The conference went on to consider the 
dimensions of the population problems of the day: the forces that 
affect population change: the then current status of fertility
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regulatory methods: the roles and attitudes of doctors: and the 
current and possible future roles of various medical associations 
and medical educational bodies. The proceedings were reported in
- Population Change, A Strategy for Physicians. (Bloch: 1974). The 
doctor was seen as having a dual role: the one at a local level in 
terms of individual and family advice. In this context, family 
planning was seen as the utilisation of methods and techniques to 
achieve a desired spacing of children and limitation of numbers 
for objectives that the family of the household itself recognises.
The second role related to population control which refers to a 
community or group effort in the reduction of overall numbers for 
some larger national objective or goal. It would be clear that in 
this regard, the techniques used might vary with country. Thus, 
while it is accepted that family planning is a fundamental right, 
it should be emphasised that, in the exercise of that right, indiv­
idual couples and their medical advisors should take into account 
their responsibilities to society as well as to their present and 
future children.
In spite of an obvious increasing interest in fertility control, 
the precise role of doctors in this area remained somewhat unclear. 
There appeared to be a spectrum of view ranging from those who 
insisted that the doctor's role was to cure the sick and for whom 
family planning was regarded as a tiresome and almost immoral affair
- a treatment prescribed only in the context of strict "medical 
indications" - to enthusiasts who felt almost guilty at the success 
of medical intervention in bringing down death rates, tending to be 
obsessed with the demographic problems of the world and insisting 
that the doctor has a duty to be involved in every aspect of family 
planning. Doctors clearly differed widely in their perceptions of 
their role in family planning; some saw it strictly in medical terms, 
others as an exercise in marketing techniques.
There seems to be little doubt that excessive population growth 
will not be checked by the non-medical means that have so far been 
devised and detailed. Given the present birth control technology 
and the fact that significant innovation in this regard is unlikely 
in the forseeable future, it is clear that the medical profession 
will have a crucial role in the slowing of population growth.
(Bloch: 1974. p.77).
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It would seem important that the profession find a middle 
course in respect of its attitudes and practices in relation to the 
various aspects of fertility regulation. Some idea of the extent to 
which doctors have been successful should be clear from the findings 
of this report. This report is about the medical profession - not 
the profession generally - but a group within that profession which 
is crucially involved with the intricacies and difficulties of 
fertility control in their everyday practice of medicine. All are 
members of the Royal College of Obstetricians and Gynaecologists in 
Australia who are in the uncommon position in that they live in an 
underpopulated, largely under-developed, highly urbanised but isol­
ated Westernised country. On the one hand, these doctors might well 
feel concern in terms of Australia’s relatively small population with 
the spectre of overpopulation and its attendant dangers in the nearby 
Asian Third World countries; on the other hand, they might see 
themselves as relatively isolated from the rest of the world, with 
a consequent false sense of security and general lack of interest 
in the problems of the world.
From this starting point, it is proposed in the next chapter 
to consider an overview of world population trends as general 
background against which this survey is set with particular reference 
to relevant economic, demographic and historical events.
Chapter 1
An Overview of World Population Trends
10.
In this chapter it is relevant to consider the economic, demo­
graphic and historical events that have produced the world population 
as we know it today. While these events are complex, some understand­
ing is essential to gain insight into the various problems which 
confront mankind in general and the medical profession in particular.
An enormous growth in human population has been one of the 
fundamental facts of man’s existence especially since the introduc­
tion of agriculture. Although, during this time, there have been 
obvious population fluctuations, there has been a clear overall 
upward trend in terms of his ability to survive and increase in 
numbers. There have been in fact four major phases in the evolution 
of human society:- (Polgar: 1975. p.2).
1. Gathering and hunting bands
2. Unstratified food producers
3. Feudal societies
4. Colonial and industrial societies.
The first hominids appeared in Africa about five million years 
ago, (McEvedy & Jones: 1980. p.13), differing from their predecessors, 
the apes, in that they walked on two legs and never used their hands 
for weightbearing. Having reached a reasonable level of intelligence 
they soon found various uses for their hands which led ultimately to 
the discovery of tool making. Such increasing sophistication in 
activity led gradually to a gradual increase in brain size from 
600 ccs (Australopothicus) to 900 ccs in Homo erectus (Pithecantropus) 
ultimately reaching 1450 ccs in Homo sapiens - a situation which was 
reached about 100,000 years ago.
1. Gathering and Hunting Bands
While Australopithicus had been confined to Africa, the appear­
ance of the first man - Homo erectus - coincided with expansion into 
temperate Europe and Asia. It is thought that he numbered about 1.7 
million compared with a density for the gorilla of some ten times 
greater. (McEvedy & Jones: 1980. p.14). It seems that, as hominids 
evolved, they moved from pure herbivore to part herbivore and part 
carnivore - a less efficient situation in terms of energy usage. The 
modern paleolithic density of the aboriginal population in Australia 
tends to add support to this statement.
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With gradual hominization, certain physiological changes seem 
to have occurred which were ultimately important in terms of 
population dynamics and which were to set the pattern for the future. 
These were:-
1. Change of ovulation from a seasonal to a monthly 
pattern.
2. Lactation ceased to provide complete protection against 
the chances of fertilisation.
3. Lengthening of the reproductive cycle.
4. Lowering of infant mortality under human patterns 
of parental care.
In spite of these changes and the resultant potential for 
population growth, the rate of increase during the Pleistocene was 
no more than 0.001% to 0.002% per year or at the very most 0.003% 
per year, (Hassan: 1975. p.42), a very slow rate suggesting that 
voluntary checks on natality might have appeared fairly early in 
human evolution. Finally Homo sapiens learned to do what Homo 
erectus could not - to survive and to reproduce in the cold condit­
ions of what proved to be the last Ice Age. As the ice withdrew 
there was a move northward with man eventually crossing the land 
bridge to the Americas across the Bering Strait coinciding with a 
similar move south and east along the Indonesian Archipelago to 
modern day New Guinea and Australia. There was thus an effective 
doubling of territorial size with an equivalent population increase 
so that by about 10,000 B.C. the world population was approximately 
four million - about double that of 100,000 B.C. It was clear that 
some form of innovation was necessary before further population 
increase was possible.
2. Unstratified Food Producers
This higher density was achieved ultimately by a move back along 
the "food chain" for man discovered that, although there were only a 
few foods that he could eat, he could get more by planting and 
cultivating them himself. This is the basic element in what has been 
called the "Neolithic" or "Agricultural" revolution - a change in 
life style from a subsistence type of "food gathering" to a more 
sophisticated "food producing" type of activity. The term revolution
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is probably somewhat of a misnomer as it is now accepted that the 
ability to grow and harvest more from a unit of space per unit of 
time spread gradually and was in fact discovered independently in 
a number of different places. The assumption that population was 
constant before the advent of agriculture and that rapid population 
growth followed its discovery is both simplistic and incorrect. 
Certainly during the several millenia preceding the usually accepted 
time of changeover to agriculture, trends can be discerned towards 
the more intensive exploitation of small areas but such areas were 
rather too small to produce any obvious effect on population at the 
global level. (Polgar: 1975. p.4). Agriculture then would not appear 
to be a complicated concept but something which was readily available 
to hunting gathering groups generally waiting a situation of need 
resulting from either excess population growth or resource degred- 
ation to act as the trigger mechanism. Table 1 illustrates the 
Primary Cycle.
Table 1
World Population 10,000 B.C. - A.D. 500.
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Nevertheless, for whatever reason, a population upswing with 
a gain of some 50% occurred during the fifth milleneum B.C. with a 
further 100% gain in each of the succeeding three millenia. By 
1,000 B.C. the growth was reaching its peak - the doubling time had 
dropped from 1,000 to 500 years producing 100 million people by 
500 B.C. Thereafter numbers began to increase reaching 150 million 
by 200 B.C. and 200 million by 200 A.D. The actual rate of growth 
began to settle after 500 B.C. to 70% between 500 B.C. and 1 A.D. 
and to 12% during the next 200 years to 200 A.D. Thereafter 
population growth ceased and the so-called "primary cycle" was at 
an end.
It is difficult to know precisely what brought this "primary 
cycle" to an end but it coincided more or less with the downturn in 
both the Roman and Chinese Empires - presumably both populations had 
multiplied up to and beyond their optimum numbers, given the technol­
ogy of the day.
3. Transition to Feudalism
The collapse of the so-called "slave owning societies" was 
followed by some 5-6 centuries known euphemistically as the "Dark 
Ages" during which time there was little numerical growth in 
population; in fact in many local and even in some major centres 
population actually decreased. By the 10th century this transitional 
phase was coming to an end along with the emergence of Feudal Society 
with expansion in every sphere be it political, cultural, technolog­
ical, and demographic - changes which were simultaneous both in 
Europe and China. This was the so-called "Mediaeval Cycle" which 
produced interesting parallels in both East and West including the 
change from bureaucracy to aristocracy. Both population curves • 
overshot and fell back - the Chinese at the hands of the Mongol 
invaders in the early 13th century while Europe, reaching its 
Malthusian limit slightly later about the beginning of the 14th 
century, was soon to meet its own Genghis Khan - the "Black Death".
While the crux of the transition to stable agriculture was a 
fundamental change in ecological relationships, the corresponding 
central feature of the transition to feudalism was a change from a 
reciprocal system of exchange to a major reliance on the redistrib­
ution of goods. (Polanyi: 1957). The feudal type of politico-economic
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centralisation was again a gradual process in which population 
growth and pressure were important positive feedback stimuli towards 
further centralisation. With each step in the centralisation of 
economic and political power, the producers were influenced to 
create more of a surplus. They were encouraged to increase their 
number of children - domestic labour power - with an intensification 
of the use of their land. The feudal mode of production then was 
characterised by a class of producers, usually producing on land or 
other resource controlled by a small class of aristocrats whose 
legitimacy was usually sanctioned by a mystical birthright and whose 
authority was maintained by a force of arms. (Faris: 1975. p.258). 
Under Feudalism, human conditions did take a turn for the worse - 
social stratification, war, slavery and the subjugation of women 
became the norm and while these were countered to some extent by the 
beginnings of scientific enquiry and a flourishing of the arts, only 
a small elite gained any real benefit from these. Table 2 illustrates 
the Mediaeval Cycle.
Table 2
World Population A.D. 500-1400 
The Mediaeval Cycle
The Medieval Cycle
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European feudalism could not in the longer term remain a viable 
and healthy mode of production - there was insufficient land, too 
many people and too much unproductive wealth - without overseas 
expansion. Without such expansion or equivalent innovation the 
transition to capitalism was inevitable.
4. Colonialism and Industrialisation 
While the primary cycles commenced in the Near East and Southern 
Europe, and China led the way in the mediaeval cycle, the next cycle, 
the so-called "Modernisation Cycle" had its beginnings in 15th 
century Europe. The technological base for all this was quite clear, 
for while plantations and empires were in existence by the feudal 
period and long distance trade had been in existence even before 
agriculture, the particular combination of those elements into 
colonialism during the 16th century was brought about by such devel­
opments as firearms, ocean going ships, and the development of 
economic merchantilism. In this context Empire is taken to mean 
the "domination exercised by one people of state over other people, 
lands or states, whether this arises from armed conquest or from 
the establishment or imposition of economic domination." (Scammell: 
1981. p.XIII). Table 3 illustrates the Modernisation Cycle.
Table 3
World Population A.D. 1400-2200 
The Modernisation Cycle
The Modernization Cycle
9 -
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World Population A.D. 1400—2200 A.D.
After McEvedy & Jones
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Maritime expansion led to an opening of the major oceans and 
substantial conquest of the Americas with lesser footholds in Africa 
and Asia - complete domination was not necessary to produce important 
economic consequences. Merchantilism, however, transformed capital 
only into a marketable commodity; land and labour were not fully 
commercialised until the agricultural and industrial revolutions of 
the 18th and 19th centuries respectively.
In the Modernisation Cycle, again, the takeoff in terms of 
population increase was slow, with growth rates of the order of 21% 
and 28% in the 15th and 16th centuries with a slowing rate to 12% 
in the 17th century. By the middle of the 17th century the Iberian 
Oceanic Empires were under pressure from the Northern European 
States and after many failures the first Protestant overseas colonies 
were successfully founded. Holland, England and France had become 
dominant.
After 1700 population growth rates reached previously unheard 
of levels - 45% in the 18th century, 80% in the 19th century, with 
Europe consistently leading the field. The growth rate in Europe 
in the 19th century was 115%, a figure which rose to 135% if emig­
ration was taken into account. The extra factor which made these 
sorts of rates possible was a fairly rapid and sustained fall in 
mortality rates - an increase in the expectation of life with an 
excess of births over deaths. The population of the European Culture 
Area, i.e., Europe, America, Asiatic U.S.S.R. and Oceania increased 
enormously both in absolute numbers as well as in proportion to 
the total world population. The movement of Europeans to Africa and 
Asia meanwhile was relatively small being balanced by the reverse 
migration of Asiatics and Africans to the European Culture Sphere. 
(United Nations: 1953). In the colonised areas meanwhile, the main 
demographic impact of European influence was a substantial decline 
in local population due to new diseases, slave trade and aggravated 
warfare.
Some of the rate of increase in population was due to cultivation 
of the potato - an efficient product of cultivation compared to grain 
products - a fact well illustrated by the disastrous potato famine 
in Ireland in 1846-47. What colonisation achieved was to allow a 
slightly larger segment of the population to lead a better life at
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the cost of suffering, repression and premature death of the 
majority; and while participatory democracy has been moderately 
successful, we find that the benefits enjoyed in most Westernised 
countries are conditions which the vast majority, including large 
parts of the ’Third World’, are still looking forward to.
The sequence of first accelerating, then declining rates of 
population growth in Europe are explained by the relative timing of 
declines in both birth and death rates during the modern era.
As the upper classes and the increasingly important middle classes 
in Europe became more prosperous and as methods of Birth Control 
became more widely known and more effective, the population growth 
began to level off in the late 18th and early 19th centuries.
During the 20th century then Europe has been in the process of 
completing its "Demographic Transition" and its Modernisation Cycle 
by lowering its birth rate to match its already falling mortality 
rate. World population trends are indicated in Table 4.
Table 4
Total Population - 400 B.C.-A.D. 1975
The World
6,000 -
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After McEvedy & Jones
Many other countries have now entered the first phase of this
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'transition' with falling mortality rates and continuing high birth 
rates with massive population increases in Asia, Africa and South 
America - the so-called "Third World." Since 1900, Europe has grown 
relatively slowly - by 63% as against a world average of 140% - as 
a result its position in the world league has fallen correspondingly, 
from 24% of the whole to 16%. Asia and Africa have increased 
accordingly.
The doubling time in relation to world population has continually 
dropped since the 16th century and even if it remains at the current 
time of 50 years we can anticipate 8,000 million people by the year 
2025. See Table 5.
Table 5
World Population - Doubling Time
Year Population
1575 500 million
1825 1,000 million
1925 2,000 million
1975 4,000 million (Approximately)
2025 8,000 million (Projected)
It is worth noting that there is a simple mathematical relation­
ship between the rate of growth and the time it will take to double 
in size. See Table 6.
Table 6
Growth Rate - Doubling Time 
Growth Rate Doubling Time
0.1%
0.5%
1.0%
2.0%
4.0%
5.0%
700 years 
140 years 
70 years 
35 years 
18 years 
14 years
After:- The Limits of Growth, p.30 (The Club of Rome).
The doubling time is approximately equal to 70 divided by the growth 
rate - % per year.
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Currently we are experiencing what has been called the 
"Communication Revolution" - the Post-industrial Society. We find 
that an ecological perspective has come very much to the fore. We 
are becoming more and more concerned about pollution, over use of 
scarce resources as well as the increasing rate at which many animal 
and plant species are becoming extinct. (Meadows et al: 1972).
Today the composite growth curves of the "Third World" countries 
are steep while the growth curves of the European Culture Area are 
relatively flat. When the growth curves of all areas are added 
together the population is still increasing at much more than a 
linear rate. Such a composite picture tends to be misleading for 
there is evidence that the steep curves correlate positively with 
a lack of control over population and there seems little doubt that 
world population will continue to increase at a significant rate so 
long as the current modes of production continue. (Faris: 1975.
p. 261)
Many commentators see humanity on the brink of disaster. 
(Richardson: 1975. p.333). Whether this pessimism is justified is 
open to debate, for, the human race has so far been successful in 
solving its problems in one way or another. It is to be hoped that 
by the year 2025 there will be a slow down in the rate of growth 
based on the spread of education and raised living standards rather 
than due to the imposition of the classical Malthusian checks. 
Currently we can only see the future in terms of present day tech­
nology and expectations; the technology of the future might well be 
different and more sophisticated. It is to be hoped that a mature 
society will tend to choose quality rather than quantity.
In this chapter, consideration has been given to the economic, 
demographic, and historical events which have produced the problems 
that we face in regard to world population. Such an understanding 
is essential in any consideration of the role of doctors in regard to 
population policy and fertility control, as well as their various 
attitudes and practices.
In the next two chapters it is pertinent to consider the origins 
of the medical profession generally, and in particular the advent of 
specialisation and the medical Collegiate system, matters which are 
relevant to any survey of a specialised group within the profession.
Chapter 2
The Rise of the Medical Profession
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The practice of medicine has always been based on the hier-
archial structure. Today basically we have general practitioners, 
consultants and super-specialists. The rise of the last of these 
is a recent phenomenon related to modern technology, while the 
development of the dichotomy between general practitioners and 
consultants had its beginnings early in the nineteenth century. 
Medical historians had tended not to pay much attention to this 
phenomenon as there has always been a tendency to see medicine as 
having a traditional tripartite classification making it difficult 
to come to terms with the new type of doctor who was neither physic­
ian, surgeon or apothecary. One reason for this is the fact that 
the law did recognise these three groups prior to 1858.
The Royal College of Physicians had been founded in 1518 by 
Thomas Linacre under a Charter granted by Henry VIII which gave to 
it the right to control medical practice within seven miles of 
London while a 1523 amendment gave the College complete control over 
medical practice including general practice. (Cule: 1980. p.43).
Meanwhile the Church continued its control over the surgeons 
who finally, in 1540, formed the United Company of Barber Surgeons 
- a union of the Guild of Surgeons and the Barbers’ Company.
(Cule: 1980. p.45). Eventually the Company of Surgeons of London 
was an offshoot of this and eventually this in turn became the Royal 
College of Surgeons of England in 1800.
The Society of Apothecaries was formed as an independent body 
in 1617 under the patronage of James I, a move that separated them 
from the grocers. (Cule: 1980. p.59). By the end of the eighteenth 
century there were then apothecaries who were purely involved in 
dispensing; some were dispensing and prescribing, i.e., practising 
medicine; and others who practised surgery as well as medicine. As 
the apothecaries became increasingly involved in the practice of 
medicine, the new ’chemists and druggists’ at the bottom of the 
medical hierarchy filled the gap.
The year 1800, then, is usually regarded as a watershed in the 
history of the medical profession, for, at that time, it consisted of 
three separate orders, physicians, surgeons and apothecaries. In 
theory, at least, these three orders exemplified a system of closed
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status groups inherited, as we have already seen, from the earlier 
estate type of social structure. Each had its own structure 
defined and maintained by law as well as its own corporate body.
These were respectively the Royal College of Physicians of London, 
the Royal College of Surgeons of England, and the Worshipful Company 
of Apothecaries. (Parry & Parry: 1976. p.104).
At the same time however major changes were occurring in 
English society: there was a general decay of the traditional
guild control over occupations with a new national orientation 
consequent upon the Industrial Revolution along with the growth of 
commerce and development of transport. A rapid growth of population 
accompanied by a gradual expansion of the middle class along with 
their increasing incomes provided the basis for new developments in 
medicine in terms of a growing differentiation between general 
practitioners and consultants. Thus there existed a large and 
growing number of people who required and demanded qualified medical 
care but who were unable to engage pure physicians and surgeons on 
the terms traditionally charged. The middle class demand was essent­
ially for medical men able and willing to engage in all branches of 
practice, and to charge modestly for their services. (Ian Waddington: 
1977. p.169)
As a result large numbers of physicians as well as the great 
mass of surgeons and apothecaries broadened their scope of practice 
and became general practitioners. At the same time other changes 
were occurring within the profession, of particular importance was 
the growth of the hospitals. This gave rise to a much smaller but 
very important class of consulting physicians and surgeons who owed 
their position as consultants to their hospital appointments. In 
this capacity they practised medicine and surgery but not midwifery. 
As a result consultants frequently enjoyed market situations which 
were very lucrative and at the same time they were able to hold a 
virtual monopoly of the major political offices within the profession 
General practitioners were excluded from the Councils of the Royal 
Colleges so that consultants were able to perpetuate their advantages
Thus in the first half of the nineteenth century there was no 
one to represent the general practitioners for even the Apothecaries 
Act of 1815 did little to help. The new general practitioner was
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an outcast educationally as well as politically and socially 
because neither the Royal Colleges nor the Society of Apothecaries 
would have anything to do with the practice of midwifery. This 
contradiction between a new professional function and the trad­
itional professional structure led inevitably to tensions which 
gave rise to the Medical Reform Movement. The need for reform was 
highlighted by the fact that in 1837 there were no fewer than 21 
portals of entry in to the medical profession - 11 universities,
9 corporations and the Archbishop of Canterbury - although not all 
had the right to grant the right to practice anywhere in the 
United Kingdom.
The struggle for medical reform was lengthy, bitter and 
occasionally violent. However it was finally achieved in 1858, on 
the sixteenth attempt, when a Bill was passed setting up a General 
Council of Education and Registration which was directly responsible 
to the Privy Council rather than the appropriate Minister. The 
four major duties of this Council were:-
1. The establishment and maintenance of a register.
2. The definition of degrees and diplomas judged suitable
for admission of candidates to the register.
3. The right to require the co-operation of examining
bodies.
4. The appointment of examiners.
The most important outcome of the Act was the provision of a basis 
for the unification of the profession through the concept of legal 
equality. At the same time the aim to establish a legal ’minimum 
standard qualification for general practice’ which could be later 
supplemented by higher degrees and diplomas, had been achieved.
(Cule: 1980. p.44). Still further reform was necessary however for 
it was still possible for a person to be licensed without being 
examined in all three crucial subjects, viz. Medicine, Surgery and 
Obstetrics. Finally in 1884 the General Medical Council adopted 
a proposal that every candidate should be examined in all three 
subjects by one or more licensing bodies. It also approved the 
introduction of a joint examination by the Royal Colleges of Medicine 
and Surgery and the issue of a conjoint diploma. (Cule: 1980. p.96). 
The new formal equality, however, did little to diminish the conflict
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between the consultant and the general practitioner, while the 
increasing importance of the hospital allowed consultant domin­
ance of education and saw the introduction of the referral system. 
Special hospitals proliferated and the public hospital system 
came into being, while a countermovement by the general practition­
er saw the emergence of the Cottage Hospital.
By 1953 a student was required to take a university degree 
in medicine and surgery as his initial registerable qualification 
after which he was required to do a compulsory pre-registration 
year in an approved hospital.
Meanwhile, medicine in Australia has always tended to mirror 
the British system, so that Australian doctors were able to take 
advantage of the English experience. Prior to 1870 the status and 
power of the doctor in Australia was of a low order. Many British 
practitioners had come to Australia in the 1850s seeking gold, but 
they soon found that the gains from medicine were greater than 
those from the diggings. Others came on health grounds seeking a 
warmer climate while some were Australians who had trained overseas, 
mainly in Edinburgh where the courses were shorter. (Pensabene:
1980. p. 63-64).
The majority came from a crowded profession in England, where 
in the thirty years from 1861-1890 the number of doctors had 
increased by 53% from 17,300 to 26,000. (Branca: 1975. p.63).
Many, for one reason or another had failed to make the grade 
in English society and Australia became a safety valve for the 
excess of British doctors as it had for convicts a century of so 
earlier.
The medical labour force in Australia in the 1880s comprised 
a wide range of practitioners. For example, of the 1,972 practit­
ioners of varying types who provided medical care and advice in 
Victoria in 1881, only 454 were registered doctors. The remainder 
included chemists, dentists and various unregistered doctors, e.g., 
herbalists, clairvoyants who were not certified by the Medical 
Board to practise as qualified physicians. Under the Medical 
Practitioners Act of 1862, these practitioners could not adopt
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formal medical titles but they were free to treat the sick for a 
fee. The largest unregistered sub-group consisted of chemists and 
druggists - 40.0% - while midwives who were all unregistered 
female practitioners made up some 27.0%. The remainder were a 
variety of unregistered people who were referred to as alternative 
practitioners. It was not surprising that the chemist became one 
of the first sources of medical care for the majority of people 
for a number of reasons. He tended to be readily accessible, he 
was prepared to and able to "sort out" who needed to go to the 
doctor, and he was able to provide treatment at a low cost. "He 
gives something real, tangible, actual and substantial, and he 
throws his knowledge, such as it is, into the bargain."
(A.M.J., 1876. p.12). It seems likely then that the chemist provided 
medical care for a greater proportion of the population than did 
the qualified practitioner. This was especially true for the 
working and lower middle classes who could not afford the doctor’s 
private consultation fee.
Table 1 indicates the Medical Labour Force in Victoria in 1881.
Table 1
The Medical Labour Force - Victoria 1881.
Occupation Male Female Total
Registered medical practitioners 454 - 454
Chemists and Druggists 755 6 761
Dentists 105 2 107
Opticians 22 - 22
Midwives - 540 540
Unregistered Chinese doctors 35 - 35
Unregistered Indian doctors 1 - 1
Others 48 4 52
Total 1,420 552 1,972
Census in Victoria, 1881. After Pensabene.
The so-called alternative practitioners were an important group 
especially in the urban areas. Some were moderately well trained,
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others were not. It was the unregistered practitioners' adoption 
of the practices and techniques of the registered doctors that 
made it difficult for the public to distinguish between the two 
groups, thus raising the community's support for alternative 
medicine. This undefined boundary between orthodox and alternative 
medicine was caused by the absence of a body of knowledge relating 
to the causes and treatment of disease. (Pensabene: 1980. p.20).
It is clear that in some fields of medical practice, especially 
in optometry and midwifery, the alternative practitioner offered 
similar if not better service to that of the qualified practitioner. 
It was the midwife in particular who was indispensible for besides 
her clinical skills she acted as a substitute mother and house­
keeper - a role which the registered practitioner could never 
fulfil. It is believed that well over 50.0% of pregnancies in 
the late 19th century were attended by midwives. (Pensabene: 1980.
p. 26).
By 1913 this figure had fallen to 37.0% and was down to 21.0% 
by about 1923; a trend which ended with the almost complete domin­
ance of the doctors.
The profession then in Australia, prior to 1890 was composed 
largely of doctors from Britain whose training was far from uniform. 
After 1890 there was a growing number of locally trained doctors 
entering the market place, their training was more uniform and 
tended to be more relevant to local conditions. Inevitably there 
were tensions as they soon began to occupy the more important posts. 
This emergence of local trainees coincided with some dramatic 
changes in medicine with a consequent rapid rise in status especial­
ly of the locally trained doctors.
The third group were 'foreign' practitioners - both non-British 
and non-Australian. About 5.0% of the total group in 1891 came 
from North America, there being at that time some 30.0% more doctors 
relative to population in the United States and Canada than in the 
European countries. Medical doctors have always showed a remarkable 
degree of geographic mobility and adaptability.
It is of interest to note that the high inflow of doctors from
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the United Kingdom ended fairly abruptly in 1911 with the 
introduction in England of the National Insurance Act, for in 
the following 22 years only 117 British trained doctors came 
to Australia. Medicine in Australia had come of age, for by 
1933, 85.0% of doctors were Australian trained.
Table 2 indicates the origin of Victorian doctors between 1871
and 1933, at the same time indicating the growth in numbers.
Table 2
The Origin of Victorian Doctors
Country 1871 1881 1891 1901 1911 1921 1931
Australia 5 34 147 256 609 765 1,185
Britain 403 389 589 454 624 443 262
United States 7 9 9 8 14 12 6
Germany 7 9 14 12 18 5 1
Canada 3 5 8 5 6 4 2
Others 9 8 10 8 12 12 13
Total 434 454 777 743 1,283 1,241 1,469
The high professional status of doctors after 1900 made medicine
a highly desirable occupation and many sons and daughters of the 
upper middle class enrolled in medicine. According to Pensabene,
(1980. p.68), the growth of the colonial bourgeoisie - of pastor- 
alists, merchants and professionals in the 1880s provided the stimulus 
to the growth of the medical schools after 1900. It is worth noting 
that the majority of practitioners listed in Obituary Notices between 
1920 - 1930 had parents with professional and commercial backgrounds.
That working-class entry into the professions was difficult is 
illustrated by the educational backgrounds of medical graduates, 
approximately 72.0% of Australian doctors cited in the Obituary 
Notices between 1920-1930 were educated at private grammar schools 
or colleges.
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See Table 3.
Table 3
Occupations of Australian Doctors’ Fathers - 1850-1900
Occupation Number
Medical Practitioners .. 14 
Clergymen .. 7 
Graziers .. 5 
Lawyers .. 3 
Bank Managers .. 3 
School Teachers .. 3 
Businessmen .. 3 
Merchants .. 2 
Chemists .. 2 
Government Railway Officials .. 2 
Newspaper Proprietors .. 2 
Writers .. 2 
University Professors .. 1 
Court Clerks .. 1 
Naval Captains .. 1
Sources - From Pensabene Sources - Obituary Notices, M.J.A., 
1921-1930 & Australian Dictionary of Biography, 3 & 5, 1971.
Approximately 50% came from the first four categories.
With regard to educational background, the main sources were 
from Melbourne Grammar, Scots College and Sydney Grammar School 
while it appeared that Catholics did not figure prominently among 
Australian doctors; those who did tended to have been educated at 
the more exclusive colleges, i.e, Xavier and St Ignatius. Few 
working class parents could afford the fees charged by the private 
colleges while the pre-requisites of Greek and Latin for entry into 
the medical course restricted medicine to an educated elite. This 
was a situation which set a pattern for the future and which was 
applauded by the profession generally. In 1924, the Medical Journal
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of Australia wrote that 'the boy or girl entering the Medical
School must be a person of education.' (M. J l•, 1924. p. 414).
See Table 4
Table 4
Secondary Education of Australian-Born Doctors.
Institution Number
Sydney Grammar School 18
Scots College 13
Melbourne Grammar School 10
Wesley College 4
Newington College 3
Ballarat College 3
Brisbane Grammar School 2
Kings College 2
Beechworth Grammar School 2
Others 26
83
Catholic Colleges
Xavier College . . 3
St Ignatius College . • 2
St Patricks College, Ballarat . . 2
Others • • 4
11
State High Schools
Fort St Boys High School • • 4
Sydney Boys High School . . 2
Others • • 16
22
Combined Total • • 116
After Pensabene. Obituary Notices, MJA, 1921-30.
Chapter 3
Professionalism, Specialisation and 
The Growth of the College
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The technology of medicine underwent a major change 
between 1870 and 1930 - the empirical art of healing which was 
characteristic of nineteenth century medicine was transformed 
into a much more rigorous and scientific method of treatment.
Two features characterised modern medicine: - medical care 
became based upon scientifically established knowledge of 
sickness and disease, and as a result of this knowledge, treat­
ment became more specific and thus more effective.
These changes in medical science led to a gradual change 
in the community’s perception of the doctor (Pensabene: 1980. 
p. 33) for as has already been noted there was little difference, 
during the greater part of the nineteenth century, in views 
concerning orthodox and unqualified practitioners. With the 
emergence of effective medicine there came a lessening of public 
scepticism towards the doctor in the early part of the twentieth 
century. He was seen as a stately and heroic figure as indicated 
in the lay press of the day. (The Argus: 15, January 1910). This 
sort of enthusiasm was not confined to Australia - it was equally 
prevalent in Europe and America - a picture which was reinforced 
by the part played by doctors in World War 1 and unsuccessfully 
opposed by George Bernard Shaw's The Doctors Dilemma. (Shaw: 1911).
The common medical training of local doctors in Australia 
and their ultimate unity under the British Medical Association with 
its code of ethics did much to improve the professional perform­
ance of doctors. Meanwhile support for the alternative practitioner 
declined; he who played no part in the developments of medical 
science between 1870 and 1930 was now seen by the general public 
as a quack.
This rise in status of the medical profession was accompanied 
by a great increase in the demand for medical services; meanwhile 
the number of practitioners failed to keep up with the rate of 
growth of population. This growth in consumer demand was most 
prevalent amongst the lower and middle income earners and from 
being a service only for the affluent medicine was becoming a 
necessity demanded by the whole community. (Pensabene: 1980. p.82).
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The high professional status and power of the medical 
profession had become firmly established by 1930. Factors which 
were important components of the professionalisation process 
included:- improved medical technology, changes in the community’s 
perception of doctors, the growth in demand for medical services, 
changes in the supply of medical expertise and the emergence of 
the British Medical Association as a powerful medical union.
This marked expansion of professional occupations has continued 
over the last few decades, for example, the medical and dental 
professions increased by 79.8% between 1947 and 1966 compared with 
a 52% growth overall in the total work force, and has been one of the 
most important characteristics of twentieth century industrial 
societies. (Boreham et al: 1976. p. 2). The credence which has 
been granted to professionals is institutionalised in terms of 
legal sanctions, is accompanied by increased earnings and high 
prestige in terms of occupational rankings. Congalton, in 
investigating the ranking of 134 occupations found that eight out 
of ten occupations considered to have the highest status ranking 
were professions. (Congalton: 1969. p. 93). In order of ranking 
these are:- Doctor, University professor, Solicitor, Architect, 
Company director, Business owner, Professional engineer, Dentist, 
Veterinary surgeon and Clergyman with a university degree. The 
source of the profession’s power was its control over a body of 
systematic knowledge relating to medicine; it was this continued 
expansion of knowledge and the acquisition of greater skills which 
led ultimately to medical specialisation. (Pensabene: 1980. p.159).
Prior to 1930, doctors who specialised in a particular field 
were mainly general practitioners with extensive experience. True 
specialisation was delayed in Australia by a tendency for doctors, 
more than in most countries, to retain their interest in general 
practice in spite of having acquired specialist knowledge. In 
1951 Charles Blackburn noted, for example, that:-
"The presence in all the States of so many highly efficient, 
self-reliant, all-round doctors with a natural aversion 
to pruning from their practices branches with which they
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regarded themselves as fully competent to deal, was 
undoubtedly a factor in retarding the development of 
some of the specialties, especially as full-time occupations, 
for longer in Australia than in any other part of the 
world." (Blackburn: 1951. p.21).
A second factor limiting the growth of specialisation 
initially was the absence of the opportunity for postgraduate 
study in Australia, for it was not until after 1920 that the 
British Medical Association began to establish permanent 
Post-Graduate Committees to co-ordinate the further training of 
graduate doctors. These included:-
1923 - Section of Orthopaedic Surgery.
1925 - Section of Obstetrics
1929 - Section of Anaesthesia
1933 - Section of Urology
The continued association of these with the British Medical 
Association ensured the maintenance of a degree of unity among 
doctors; a situation which was soon to be dramatically altered 
by the establishment of the (Royal) Australasian College of 
Surgeons. This was the first specialist organisation established 
outside the B.M.A. providing the stimulus for a series of special­
ist organisations, e.g.,
1933
1935
1937
1938
1946
1947 
1952
Physicians 
Anaesthetists 
Orthopaedics and Urology 
Ophthalmology 
Psychiatrists
Obstetricians and Gynaecologists. 
College of General Practitioners.
These associations were largely involved in education and scient­
ific discussion while matters of medical politics were left to the
B.M.A. As their educational activities grew, many of these assoc­
iations were granted college status.
Demands for specialist registration naturally followed and 
this was first formally introduced in Queensland following the 
commencement of the payment of public hospital staff in 1939.
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Specialists tended to support the idea of registration for 
specialties not only to define the scope of specialist practice 
but also to restrict the field of general practice and to 
facilitate the introduction of a dual system of medical insurance 
benefits to cover the higher fees of specialists. (Scotten: 1974. 
p.163). This latter issue was not resolved until 1970 when the 
National Health Act was amended to establish a National Specialist 
Recognition Advisory Committee to accredit specialist practitioners 
for the payment of differential medical benefits. Specialists, 
then achieved both professional and legal status in the early 
1970s.
Some idea of the growth of specialisation can be gained from 
Victorian statistics in regard to the increase in the number of 
doctors between 1933 and 1978. General practitioners increased 
from 1284 to 2560 - an increase of 100% while in the same period 
the number of specialists increased from 220 to 2233 - a tenfold 
increase. The proportion of doctors practising exclusively as 
general practitioners fell from 87% to 40% during the same time 
that the proportion of full time specialists rose from 10% to 35%.
A similar situation existed in the other States. (Pensabene: 1980. 
p. 163). This shift to specialist practice was encouraged by the 
apparent shortage of specialists in most fields of medicine up to 
the late 1960s, the higher status associated with specialisation, 
the potential for higher incomes and the supposedly more personally 
rewarding nature of the specialist’s work. In recent years by 
contrast, there has been a tendency to a renewal of the growth of 
general practice. This would appear to be related to a general 
oversupply of medical graduates, a changing emphasis in the direct­
ion of social and community medicine, an adequate number of 
specialists even in the larger country towns, and a tendency for 
specialist Colleges to limit the number of training posts. There 
has been in addition an increased training time to acquire special­
ist status, a move necessitated by increasing industrial action 
on the part of employed doctors as much as by increasing standards 
of practice and an expanding body of knowledge.
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In the field of medical care the idea of prevention, a 
product of the twentieth century on the basis of practicability, 
played a major role in relation to the fundamental principles on 
which the National Health Service was based in the United 
Kingdom. (Titmuss: 1958. p.141). The ultimate form of this 
service was the result of a political bargain based on these 
principles between the medical profession and the Government of 
the day. (Titmuss: 1958. p. 142). In Australia there has always 
been a belief on the part of the profession that it, rather than 
the Government, should decide the conditions under which medical 
care should be provided. In this respect the medical profession 
has been helped by the nature and structure of the Australian 
Constitution especially in regard to the civil conscription 
clause. The profession has in addition achieved significant 
political influence stemming to some degree from close personal 
links from school and university days between politicians, 
businessmen and professionals. (Pensabene: 1980. p.168). In 
addition there has been considerable fragmentation of responsibility 
for health care between Commonwealth and State Governments - a 
fact which has helped the Australian Medical Association - the 
local Australian body which replaced the British Medical Association 
in 1962. On the Australian scene politics and medicine became 
inextricably interwoven.
During much of this time obstetrics remained very much the 
"Cinderella of Medicine". Initially midwifery was largely in the 
hands of uneducated and inexperienced women until the seventeenth 
century saw the rise of the "Men-midwives." These however were 
not well accepted by the general public or by the medical profess­
ion of the day. In fact, many women it was said, were prepared 
to die rather than admit a man to the delivery room. (Donnison:
1977. p.ll). In addition, out of deference to a woman’s modesty, 
the man midwife frequently worked under a sheet, a practice which 
sometimes led to serious error. Male practice at its worst was 
no improvement on the most ignorant midwife. Even with the advent 
of such eminent men-midwives as William Smellie (1697-1763) and 
William Hunter (1718-1783), this opposition remained and to some
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extent has remained since. William Hunter was in fact admitted 
to the first Licentiate in Midwifery of the Royal College of 
Physicians London, but as such, no obstetrician was eligible for 
admission to the Fellowship of the College. It is understandable 
that the College of Physicians should be more interested in medi­
cine than obstetrics while equally the College of Surgeons should 
be more interested in surgery than gynaecology. Each College 
tended to develop its own immediately related specialty so that 
obstetrics and gynaecology received minimal attention from both.
In fact during the 1830s the then President of the Royal College 
of Physicians - Sir Henry Halford - stated that:-
"No man who had an academic education ought to 
practise obstetrics."
His further comment that:-
"Obstetrics is no calling for a gentleman." 
brought forth applause at a College meeting. (Thornton & Want:
1973. p.36).
The same lack of encouragement came from the Royal College of 
Surgeons in that it excluded from its Council and Board of Exam­
iners anyone who practised obstetrics. Meanwhile the Society of 
Apothecaries eventually did include midwifery in its examination 
for the Licentiateship in 1845 - the first examination in obstetrics 
Finally in 1884 the two Royal Colleges founded the Conjoint Board 
with obstetrics included as one of the subjects; however the whole 
examination was still controlled entirely by Physicians and Surgeons 
(Shaw: 1954. p.6). However it was not until the Medical Act of 
1886 that obstetrics was added to medicine and surgery as a com­
pulsory subject which students had to be taught and examined in 
before admission to the Medical Register. (Peel: 1979. p.673).
That Obstetrics and Gynaecology was considered inferior is further 
indicated by the difficulty in getting obstetricians elected to 
the General Medical Council. In fact in the first 68 years of its 
existence (1858-1926) only four Obstetricians compared with 182 
Physicians, Surgeons and General Practitioners were elected to it. 
(Shaw: 1954. p.5).
Obstetrics and Gynaecology continued to be considered inferior 
to Medicine and Surgery and it became increasingly clear
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that proper recognition as a specialty could come only from the 
establishment of a separate College. (Thornton & Want: 1973. 
p. 36). This sounds easy, but in the General Hospitals the 
formation of effective Departments of Obstetrics and Gynaecology 
continued to be opposed by the physicians and surgeons so that 
eventually separate obstetric hospitals were built. If for no 
other reason the formation of a separate College was essential 
to prevent the separation of obstetrics and gynaecology for it 
was becoming increasingly clear that surgically oriented gynae­
cology would be a disaster. Nevertheless the two Royal Colleges 
continued to oppose any suggestion of formation of a new College. 
The practical possibility of such a move did not present itself 
until 1925 when a committee was set up to explore the possibil­
ities. This chance arose following World War 1 when a declining 
birth rate drew attention to an unacceptably high maternal 
mortality. The committee, as a result of its deliberations, 
decided to approach a group known as the Gynaecological Visiting 
Society which had been formed originally in 1912 to foster higher 
standards in British obstetrics and gynaecology. (Shaw: 1950. 
p.880). As a result of this approach it was decided to found a 
new College; the Draft Memorandum and Articles of Association 
were drawn up, submitted to the Board of Trade and as required an 
advertisement was inserted in "The Times" giving a date for the 
lodgment of objections.
The objections were not long in coming and on the last 
possible day a note was received from the solicitors of the Royal 
Colleges stating their objections and making the particular point 
that:-
"the granting by the proposed College of Certificates 
of proficiency in Obstetrics and Gynaecology would be 
an infringement of the privileges granted to the two 
Royal Colleges." (Shaw: 1954. p.28).
While this objection was understandable up to a point, the reasons 
given only emphasised the necessity for the new College for it 
was only after many years of appeals that the Royal Colleges had 
included midwifery in their qualifying examination, and even at 
the time, they had made no attempt to introduce a higher diploma
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which was in any way related to obstetrics and gynaecology.
The Board of Trade finally called for a Court of Enquiry and 
after a certain amount of political agitation and compromise 
the formal certificate was issued on 13th September, 1929 and the 
British College of Obstetrics and Gynaecology was born. The aim 
of the College was to raise the status and standard of obstetrics 
and gynaecology as follows
1. There should be a new body for obstetrics and 
gynaecology, to ensure training and assessment 
in equal parts.
2. The teachers could be united so as to demand 
proper facilities for their students.
3. Obstetricians and gynaecologists would have a 
representative body to speak for them.
4. Obstetrics and gynaecology would not become 
divorced. (Alment: 1971. p.l).
At the first meeting of the College in 1929 there was 
virtually no mention of obstetricians and gynaecologists in the 
British Dominions. However by 1933 the future relations between 
the College and potential overseas members was clearly laid down 
by the then President
"Our branch of medicine is scarcely large enough to 
justify our existence unless our College embraces all
Britain and its Dominions .... Unlike the Royal
Colleges of Physicians and Surgeons in London, Edinburgh 
and Dublin, we are not of London, not of England,
Scotland or Ireland, but of all of them, and our British 
people overseas." (McDonald et alii: 1981. p.2).
This was in fact a new concept but nevertheless, initially, the 
desire of obstetricians and gynaecologists in Australia to join 
the College in London was not as enthusiastic as was first expected. 
There were fairly obvious reasons for this among which were the 
world economic depression, the geographic remoteness from England, 
the failure to see immediate tangible benefits as well as the 
influence of the newly founded Royal Australasian College of Sur­
geons (1926). However Australians did join the College and in
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response to their desire to have some say in the College a 
Dominion Reference Committee was set up in 1932. After that the 
growth of the College in Australia was quite rapid and by 1938 - 
within 10 years of its founding, there were 14 Fellows and 64 
Members. This growth was halted by the advent of World War 11. 
(McDonald etalii: 1981. p.3).
At the end of the war, the Commonwealth Government asked the 
Australian Branches of the British Medical Association to form a 
committee to consider the future of medicine in Australia. A 
small crisis arose when the Representatives of the Royal Austral­
asian College of Physicians and the Royal Australasian College of 
Surgeons were invited but the Royal College of Obstetricians and 
Gynaecologists were not. (McDonald et alii: 1981. p.3). British 
history seemed to be repeating itself in Australia.
In 1946 Council in London authorised the setting up of an 
Australian Regional Council elected by local Fellows and Members 
which was granted autonomy to deal with matters of local practice, 
although general policy was still subject to approval of the 
College Council in London. By 1947 there were 28 Fellows and 
81 Members in Australia. (McDonald et alii: 1981. p.6). The rate 
of growth of the College in Australia is shown in Table 1.
Table 1
The Growth of the R.C.O.G. in Australia
Year 1938 1947 1957 1966 1972 1978
Number of
Fellows 14 28 49 108 180 305
Number of
Members 64 81 181 281 394 547
Total 78 109 230 389 574 852
After McDonald et alii
It can be seen that there was a more than tenfold increase in the 
number of obstetricians and gynaecologists within four decades 
between 1938 and 1978.
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Initially the Regional Council included Professors and Heads 
of University Departments but this system was abolished in 1956 
by plebiscite and thereafter the Council was formed by 16 elected 
representatives - 10 Fellows and 6 Members allocated in such a 
way that there was one or more Fellows and Members from each 
State on a population basis. The first Territorial representat­
ion came in 1972 - one, Keith Reginald Barnes. By 1978, the 
time of the survey, there were 852 Fellows and Members in 
Australia.
As the size of the Australian component of the Royal College 
increased it was almost inevitable that the desire for independ­
ence, present from the beginning, would become stronger. From 
time to time the possibility was discussed but such discussions 
were always in Committee and no progress occurred. As the Royal 
College became more involved in Third World affairs it was found 
that it was increasingly difficult to maintain a single structure 
suitable for the differing needs of Britain itself, for the 
independent developed nations such as Australia and for the 
Commonwealth countries still in the process of political, economic 
and educational development. There were in fact four major 
factors which led to significant stresses in the early 1970s.
These were College examinations, levels of professional training, 
finance, and various organisational matters. None were individ­
ually insolvable, but the collective solution clearly lay in the 
ultimate formation of an independent Australian College. Moves 
in this direction, tactfully commenced in 1975, proceeded by 
evolution rather than revolution, with a referendum in 1977 which 
gave a clear mandate for the formation of an Australian College. 
Incorporation of the new Australian College of Obstetrics and 
Gynaecology was achieved in 1978 with formal recognition with an 
opening ceremony in August, 1979. Gradually the new College took 
over the functions of the Australian Council R.C.O.G. and the 
latter ceased to exist as a corporate body in Australia. The 
survey on which this thesis is based was carried out some six 
months prior to the incorporation of the new Australian College.
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In this Chapter the rise of professionalism and special­
isation in medicine have been briefly discussed together with the 
formation and growth of the Royal College of Obstetricians and 
Gynaecologists. The Collegiate system as the mechanism for the 
organisation of a branch of learning is a very old one dating 
from the Middle Ages. (Peel: 1979. p. 673). The threefold 
functions of the Colleges then - academic, administrative and 
medico-political - are still relevant today. It is of interest 
that in Europe the Colleges were eventually suppressed giving 
way to the University Faculties which became predominant.
European medicine as a result has tended to become more formal, 
didactic and hierarchical. In the British world however the 
co-existence of the College and Faculty systems has been achieved; 
this has proved to be of great benefit in terms of practical 
medicine.
Chapter 4
Demographic and Social Background Characteristics 
of Members of the College of Obstetricians
and Gynaecologists in Australia
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As an adjunct to a questionnaire survey of professional attitudes 
of members of the Royal College of Obstetricians and Gynaecologists 
in Australia data were collected on social backgrounds and demographic 
characteristics of these doctors. (See Appendix 2). As far as the 
author is aware, this is the first such socio-demographic profile 
compiled on Australian obstetricians and gynaecologists. Data are 
presented on age-sex distribution, marital status, period since grad­
uation, length of College membership, type of practice, birthplace, 
education, religion, political orientation and social rank of family 
of origin.
METHODS
A questionnaire was mailed to a systematic random sample of 272 
members of the College, which represented 33% of the total membership 
at April 1, 1978. Confidentiality was assured, and after 2 mailings 
a reply level of 74% was attained, producing 200 usable responses. 
(Barnes and Dent: 1980. p.154). To test for bias in the obtained 
sample, respondents were compared on several characteristics with 
either the national membership of the College or with non-respondents, 
where relevant data were available.
The obtained sample did not differ significantly by State of 
residence from the national total membership of the College on 
December 1, 1978 (y2 = 5.07, df = 6, 0.05 < p < 0.1). Similarly 
the obtained sample did not differ from the non-respondent group in 
terms of State of residence (y2 = 11.63, df = 6, 0.05 < p < 0.1), 
age structure by 10 year groups ( y2 = 1.21, df = 4, 0.8 < p < 0.9), 
university of primary medical training ( y2 = 3.03, df = 4,
0.5 < p < 0.7), period since graduation in 10 year categories 
( y2 = 5.69, df = 4, 0.2 < p < 0.3), and length of membership of the 
College in 10 year categories ( y2 = 3.85, df = 4, 0.3 < p < 0.5).
The representation of College members (62%) and Fellows (38%) in 
the sample did not differ significantly from the total composition 
of the College (64% Members, 36% Fellows), however members were 
significantly under-represented among the respondents (53%) and 
Fellows were over-represented (47%) (y2 = 8.78, df = 1, 0.001 < p
< 0 .01).
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RESULTS
Ninety per cent of respondents were male and 10% female. 
Eighty-nine per cent were currently married, 6% never matried,
2.5% permanently separated, 1.5% widowed and 1% divorced. A large 
majority of those now married gave ’never married’ as their previous 
marital status (94%).
The age distribution of respondents is shown in figure 1. The 
majority (73%) were concentrated in the age bracket 35 to 54, with 
only 6% younger. The mean age was 47.9 (s.d. 10.5 years).
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Figure 1: Age Distribution
The average period since graduation was 23.4 years (s.d. 10.5). 
Seventy-seven percent had graduated in the past 29 years (figure 2). 
There was a high correlation between age and period since graduation 
(r = 0.98); only 3.8% of the variability in period since graduation 
could not be attributed to age. The vast majority of these doctors 
had followed the traditional direct progression from school to 
university, graduating at about age 23.
45
Years
5 -
Figure 2: Years Since Graduation
The average length of membership of the College was 15.5 years 
(s.d. 9.7). A large majority (83%) had been members for less than 
25 years (figure 3). As with period since graduation, age was the 
major determinant of length of membership, though the correlation 
was not quite as high (r = 0.92); 15% of the variability in length 
of membership could not be attributed to age. There was a higher 
correlation with period since graduation (r = 0.94), which left only 
11.2% of variance in length of membership unexplained.
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Figure 3: Years of College Membership
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Forty-seven percent of respondents indicated that they were 
Fellows of the College. The average length of Fellowship was 
8.3 years (s.d. 7.5) and 83% of Fellows had been elected within 
the past 14 years (figure 4). For Fellows there was a correlation 
of 0.85 between length of Fellowship and length of membership 
that is, 75% of the latter could be attributed to variation in the 
former with 25% arising from other sources. Comparing Fellows with 
Members it was found that average age of Fellows was 54.8 (s.d. 9.3), 
while the average for Members was 41.6 (s.d. 6.9). The average period 
since graduation was 30.6 years for Fellows (s.d. 6.9) and 16.9 years 
for Members (s.d. 6.5), while the average length of membership for 
Fellows was 22.5 years (s.d. 8.1) and 9.2 years for Members (s.d.
6.0). These differences are all significant at p < 0.001.
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Figure 4: Length of Fellowship
Table 1 shows the percent of respondents holding other fellowships 
or non-medical postgraduate degrees.
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Table 1. Other Fellowships or Postgraduate Degrees
Medical Non-Medical
Fellowship Fellowship or Degree
or Degree
Yes No Total
Yes 1.5% 31.5% 33%
No 4.5% 62.5% 67%
Total 6% 94% n = 200
Ninety-five percent of respondents were in active clinical 
practice and of these, 81% were self-employed and 19% salaried.
Of the 37 doctors who indicated that they were salaried, 46% were 
employed by universities, 41% by hospitals, 5% by government 
departments, and 5% by other bodies. One respondent did not answer 
this question. Thirty-two percent classed themselves as employed 
primarily in teaching, 51% in clinical practice, 8% in administration 
and 5% in research, however the boundaries between these categories 
are indefinite and much overlap occurs.
Of those in active clinical practice, 75% described themselves 
as obstetricians and gynaecologists, while 12% were gynaecologists 
only and 0.5% obstetricians only; 3% were general practitioners,
4% ultrasonographers, 1% endocrinologists, 1% senior registrars or 
registrars, 0.5% neonatologists, and 3% gave some other (very special­
ised) description or did not answer. Of the 10 doctors not engaged 
in clinical practice, 2 were in some other form of employment, 1 was 
not currently in remunerative employment, and seven were retired.
The geographical distribution of respondents by State of resid­
ence is shown in figure 5. As to place of residence, 54% lived in 
cities with populations greater than 1,000,000, 25% lived in cities 
between 100,000 and 1,000,000, 18% lived in cities between 20,000 
and 99,999 and 4% in places of less than 20,000 population.
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Figure 5: State of Residence
Three-quarters of the respondents were Australian born 
(figure 6). Of the 50 who were not born in Australia, a majority 
(62%) were from the United Kingdom or Ireland, 16% were born in 
Asia, 10% in Europe, 4% in New Zealand, and 8% in other countries.
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Figure 6: Australian Born by State of Birth
As children, 48% of these doctors lived in cities of a million 
or more, while 20% were brought up in towns of less than 20,000.
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For secondary education, a majority of respondents (54%) 
attended private, non-Catholic schools, while 32% attended State 
schools and 14% Catholic schools.
Thirty per cent of respondents received their primary medical 
training at Sydney University, 28% at Melbourne University, 18% 
at an overseas university, 11% at the University of Queensland,
10% at Adelaide University, and 2% each at Monash and the 
Universities of New South Wales and Western Australia. As to 
postgraduate education, 59% were trained mostly or entirely in 
Australia, 37% in the United Kingdom, 2% in New Zealand, 1% in 
South Africa, and 2% elsewhere.
Respondents were asked to give the religion, if any, in which 
they were brought up, and replies are shown in Table 2. One 
per cent did not answer this question and 5% indicated no religion. 
When asked about current religious participation, 43% replied that 
they attended festivals and funerals only, 22% attended monthly on 
average, 19% attended weekly, 16% never attended, and 1% did not 
answer the question.
Table 2 - Religious Background (%)
Anglican 43.5 
Presbyterian/Methodist/Congregationalist 27.5 
Roman Catholic 13.5 
Other Christian 5.0 
Jewish 3.0 
Hindu 2.0 
No Religion 4.5 
No answer 1.0
It is of interest to compare the findings of Anderson and 
Western (1972. p.19), whose survey included all students entering
degree courses in Medicine in six Australian Universities in 1967 
as well as all teenagers aged 15-19 years in the 1966 Census.
See Table 3.
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Table 3.
Religious Background
Religion R.C.CKG^
1978
%
Anglican 43.5
Uniting 27.5
Catholic 13.5
Other Christian 5 
Jewish 3
Other non-
christian 2
No religion 4.5
No answer 1
Medical Students Census
1967 Years
% %
17 34
16 19
28 26
8 9
8 1
1 0
19 1
3 10
15-19
1966
It is clear that there is a strong tendency for fewer Catholics to 
specialise in Obstetrics and Gynaecology, as Protestants are 
over-represented and Catholics tend to be under-represented.
In response to a question on general political orientation,
81% gave Liberal or National Party, 7% Labor, 5% Australian Demo­
crat, 4% other, 2% were informal voters and 2% did not answer the 
question.
To evaluate social status background, respondents were asked 
"What was your father's main job or occupation when you were about 
13 years old?" Answers were coded and grouped according to the 
"ANU 2" scale of status scores for Australian occupations (Broom et 
al., 1977). Two respondents did not answer, three had disabled 
fathers, one did not know his father's occupation, and the fathers 
of 10 were deceased. Thirty-one percent had fathers who were them­
selves medical practitioners. The distribution in major occupational 
groups is given in Table 4 which also presents comparable date from 
a survey of Australian males. These doctors overwhelmingly had 
fathers in the higher or lower professional and higher technical 
and managerial categories (77%), whereas the comparable figure for 
Australian males was 25%.
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Table 4
Father’s Occupation When Respondent Was In Early Teens
"ANU 2" 
Scale
, _ SurveyedOccupational Group Doctors(%)
Australian 
Males (%)*
8 Higher Professional 41.5 2.1
7 Lower professional 9.0 2.0
6 Higher technical/managerial 26.5 20.6
5 Skilled tradesmen 10.5 24.2
4 Lower trades/technical 4.5 38.9
3 Labourers 0.0 12.2
Other (disabled, deceased 
not known, no answer) 8.0 -
* Australia-wide probability sample of 2,560 males aged 30-60
in 1973 —  pers. comm. F.L. Jones. For a description of the 
sample and full listing of the occupational categories see
Broom et al. (1977).
In regard to religious upbringing, a higher numerical
proportion of the older 50-59 age group (18%) as compared to 10%
for the 30-39 and 40-49 age groups were Catholics. However this
difference was not statistically significant •
See Table 5.
Table 5
Religious Upbringing by Age
Religion 30-39 40-49 50-59
% % %
Catholic 10 10 18
Non-Catholic 90 90 82
( X2 = 2.09. p = .35).
In regard to secondary school education, there was a strong 
tendency for Catholics to attend Catholic schools and non-Catholics 
to attend non-Catholic schools. Only two Catholics (8%) attended
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non-Catholic schools compared to 98% of non-Catholics while 
three non-Catholics (2%) compared to 92% of Catholics attended 
a Catholic school. See Table 6.
Table 6
Religious Upbringing by Secondary Education
Religion State Catholic Non-Cath
Private
% <7✓ O %
Catholic 8 92 0
Non-Catholic 36 2 62
Total 32 15 53
( x 2=147.74 p < .0001)
A small majority of Obstetricians and Gynaecologists were 
educated in non-Catholic private schools. Catholic and non-Catholic 
schools are compared in Table 7.
Table 7
Religious Upbringing by Secondary Education
Religion Catholic Non-Catholic
% %
Catholic 92 8
Non-Catholic 2 98
It is clear therefore that there is a high degree of correl­
ation between religious upbringing and secondary education among 
Obstetricians and Gynaecologists in Australia.
This is in keeping with the conclusion of Inglis (1961. p.ll) 
that while in 1890 possibly half of the children of Catholics were 
attending State schools, by 1933 this proportion had dropped to one 
third and by 1950 to one fifth, of whom almost half were in country 
areas with no local Church school.
However by 1967 Anderson and Western (1972. p. 23) found that
53
few Protestant students ( 5 out of 934) and no Jewish students 
attended Catholics schools but that 19% of Catholic students 
attended State schools. At the same time less than 3% of 
Catholics attended Independent schools. The comparatively high 
proportion of Catholics attending State schools suggests that 
financial considerations were an important factor combined with 
the inability of Catholic schools to keep pace with the fairly 
rapidly increasing population at that time. (Fogarty: 1957. p453).
Uniting Church adherents were more likely to attend religious 
services weekly (14.5%) than Anglicans (8%). When combined 12% 
of non-Catholics attended church weekly compared to 63% of 
Catholics. See Table 8.
Table 8
Religious Upbringing by Frequency of Church Attendence
Religion Weekly Monthly or less
% %
Catholic 63 37
Non-Catholic 12 88
( x2 = 40.65 p < .0001).
Sixty-seven percent of Catholics thought that religion had been 
important in shaping their views compared to 32% of non-Catholics. 
See Table 9.
Table 9
Religious Upbringing by Importance of Religion
Religion Important Less Important
% %
Catholic 67 33
Non-Catholic 32 68
( X2 = 15.14 p < .001).
A large majority of Australian members of the Royal College 
of Obstetricians and Gynaecologists sampled were once-married
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males in the 35 to 45 age bracket who had followed the traditional 
path from school through university into medical practice, then 
into their specialty. The bunching of the age distribution reflects 
the newness of the discipline and postwar demand for obstetric 
services. Fellows of the College had an average age of 56 as 
against 42 for Members, while the overall average was 48.
Virtually all respondents were in active clinical practice 
and four-fifths were self-employed, most of the remainder being 
salaried specialists in hospitals and universities. Three-quarters 
described themselves as obstetricians and gynaecologists while 1 
in 8 were gynaecologists only.
Slightly more than half were resident in New South Wales or 
Victoria, and three-quarters in cities of over 100,000 people.
Three-quarters of the doctors were Australian-born and two- 
thirds of the reminder were from the United Kingdom or Ireland.
Slightly less than half gave Anglicanism as the religion in 
which they were raised, while slightly more than one-eighth were 
of Roman Catholic origin; about 40% now attend religious services 
fairly regularly. A slight majority were educated in private, 
non-Catholic schools and a similar proportion had their primary 
medical training in the Universities of Sydney or Melbourne.
These doctors overwhelmingly had fathers in high prestige 
occupations and 31% had fathers who were themselves medical 
practitioners.
Given that this sample was found not to differ significantly 
from the overall College membership on an array of basic factors, 
it is concluded that these proportions are representative of the 
College as a whole in Australia.
Chapter 5
Population Trends and Attitudes 
in Australia
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Australia is a country of major contrasts; for while it is 
one of the world’s largest countries, it is small in terms of 
population. An important producer and exporter of food, it is 
at the same time both highly industrialised and highly urbanised. 
These contrasts are further reflected in its separate colonial 
origins characterised more recently by the sovereignty and survival 
of the States. There is a basic unity however in terms of a Federal 
Government. In terms of national indices it is clearly recognised 
as a developed country. (Borrie: 1975. p.l).
Australia is still a young country not far removed from its 
immigrant origins. European settlement of the continent has been 
the product of no more than six demographic generations - in fact 
it was not until the Census of 1891, over 100 years after first 
settlement, that the majority of the population could be categorised 
as Australian born. (Borrie; 1975. p.74). Australian population 
growth to 1861 is set out in Table 1.
Table 1
Australian Population Growth and Net Immigration. 1788-1861.
Period Population Increase Net immig- Percentage
at end of during ration dur- of immigrat-
period. period ing period ion to increase
1788-1811 11,875 11,875 10,000 84%
1812-1821 35,492 24,000 18,000 75%
1822-1831 75,981 40,000 30,000 75%
1832-1841 220,986 145,000 116,000 80%
1842-1851 437,665 217,000 143,000 66%
1852-1861 1,168,149 730,000 554,000 76%
After Burton. 1933.
It is clear that up to 1861 immigration played a most important part 
in the growth of the Australian population.
After 1861, there was a striking change in the pattern of 
population growth. See Table 2.
In the first 74 years of Australia's existence net migration 
made up almost 75% of the population increase while in the next 70
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years it contributed less than 25%. (Burton: 1933. p.41).
Clearly after 1861 immigration was not of the same overwhelming 
importance that it had been before 1861. During the 1870s and 
1880s the annual rate of population increase in Australia averaged
more than three per cent, falling to 1.07% in 1903, climbing back 
to 3.78% in 1912. Part of this fall and much of this revival was 
due to changes in migration.
Table 2
Australian Population Growth and Net Immigration. 1861-1931.
Decade
Population 
at end of
Increase
during
Net
Immigration
Percentage 
of Immigration
decade Decade to increase
1862-1871 1,700,888 533,000 185,000 35%
1872-1881 2,306,736 606,000 209,000 34%
1882-1891 3,240,985 934,000 361,000 41%
1892-1901 3,824,913 584,000 1,000 0.2%
1902-1911 4,573,786 749,000 112,000 15%
1912-1921 5,509,073 935,000 149,000 16%
1922-1931 6,525,920 1,017,000 261,000 26%
After Burton. 1933.
The average gain from net migration in the 1880s was 36,000 
per annum, but the intake fell away rapidly after 1891 until in 
1903 there was a net loss of 10,000 people. As net migration 
declined the rate of natural increase became the basis for national 
population growth. A birth rate of 42 per thousand in 1860-62 fell 
to 34.4 per thousand in 1890-92 and to 27.1 per thousand in 1900-02. 
(Borrie: 1975. p.95). This fall in the Australian Birth Rate
paralleled a similar decline in the British Birth Rate - from 31.4 
per thousand in 1870-71 to 24.5 per thousand in 1910-12. (Glass: 
1967. p.5 Mclaren: 1978. p.116). In the case of natural increase 
the boom days never did return; most of the overall decline in the 
birthrate was caused by a reduction of fertility within marriage. 
Between 1891 and 1911 the average size of completed families fell 
from 7.03 to 5.25. It was the decline in both fertility and
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immigration which in 1903 prompted the New South Wales Premier to 
appoint a Royal Commission on the Decline of the Birth Rate under 
the Chairmanship of Dr C.K. MacKellar to investigate "the causes 
which have contributed to the decline of the birthrate in New South 
Wales and the effects of the restriction of child-bearing on the 
well-being of the community." (Hicks: 1976. p.xv). What in fact
happened in the inquiry was that "the Commissioners gathered a mass 
of opinion which reflected a particular moral view about the course 
of Anglo-Saxon civilisation but they did little to question the 
evidence for or the likely causes and duration of the decline." 
(Hicks: 1976. p.xvi).
The MacKellar inquiry reflected the historical roots of 
Australia's concern and preoccupation with population growth as a 
national goal. This concern deepened after 1904 as the rate of 
natural growth continued downward, a concern which received new 
impetus with the events of World War 1. The number of people 
available for entry into the work force was relatively depleted 
because of the long period without immigration, the sharp fall in 
births associated with the economic recession of the 1890s and the 
loss of 53,000 lives in the 1914-18 War. Following the findings of 
the U.K. Dominions' Royal Commission in 1917 - the report envisaged 
a redistribution of the white population of the Empire - the Empire 
Settlement Act of 1922 saw an agreement between the British and 
Dominion Governments to provide assisted passages to maximise the 
flow of settlers to the outlying parts of the Empire. (Borrie:
1975. p.98). In the ten years from 1920-29 the net gain from
immigration was 349,000 of whom 221,000 received assisted passages. 
National growth rates were sustained at an average of more than 2% 
per year in 1921 and 1927 with about one third of the growth coming 
from migration. (Borrie: 1975. p.99). However the onset of economic
depression ended abruptly the Empire Settlement Scheme while a report 
from the U.K. Overseas Settlement Board in 1938 warned the Dominions 
that if they continued to seek large numbers of immigrants they 
would probably have to look increasingly at non-British sources. 
(Borrie: 1975. p.99).
The new element in post-war policy was the idea of extending
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the search for immigrants and the granting of passage assistance 
to non-British settlers. The theme of "Populate or Perish" was 
felt to be a reality, not just because of the events of the War in 
the Pacific betweem 1941 and 1945, but also because fertility had 
fallen below replacement levels in terms of the net reproduction 
rate. (Borrie; 1975. p.99).
In the period between 1947 and 1973 it is estimated that there 
was a total growth in the population of Australia of 5.6 millions.
The net gain from immigration was 2,316,000, which with their 
Australian born children gave a total migrant increase of some 3.3 
millions or approximately 59% of the nation’s growth during that 
period. All this happened in spite of the predictions of the 
National Health and Medical Research Council inquiry which reported 
in 1944 that Australia’s population which at the time numbered some 
7,271,000 would never reach the 9,000,000 mark. (Borrie: 1975. p.99).
Throughout the post-war period there was a policy of annually 
assessing intakes in the light of current labour demands, keeping a 
watch on the overall objective of a growth rate of one per cent per 
year from immigration which tended to dominate Government thinking. 
When the pool of migrants in Europe proved inadequate, supplement­
ation was sought in the Middle East, United States and South America. 
(Borrie: 1975. p.101).
The ethnic origins of the various migrations is of importance 
as it has frequently been said that immigration has fundamentally 
changed the pattern of society in Australia and that there has been 
a tendency towards 'multiculturalism' as opposed to 'multinationalism'
which distinguished Australian settlement before World War II. 
Nevertheless it is doubtful if their social and cultural impact has 
been as great as their economic impact. Certainly there have over 
the years been some initial establishment problems with each new eth­
nic group: e.g., German settlement in South Australia in the nineteen­
th century, Italians during the 1920s, Greeks in the 1950s and Turks 
in the 1960s. In spite of this greater ethnic diversity compared 
with thirty years ago nevertheless in 1971 some 80% of the population 
was Australian born, a further 8.5% were British born while 11.5% 
were born elsewhere. Borrie makes the point that heterogeneity
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in Australian society through social and economic stratification 
is probably greater than through ethnic diversity. (Borrie: 1975.
p. 119).
Net migration by periods is indicated in Table 3.
Table 3
Patterns of Net Migration by Ethnic Composition 
Net Immigration by Periods: Annual Averages 
and Percentage Distribution.
Origin 1947-51 1951-61 1961-66 1966-71 1971-73
British 41.4 32.6 54.7 53.9 65.2
North European 7.5 26.2 0.8 4.9 -0.8
South European 27.3 5.0 6.6 13.3 7.6
Asia 1.6 2.3 5.2 11.2 21.2
Africa 0.1 0.2 1.5 1.5 2.8
America 0.5 0.4 1.8 3.8 7.5
After Price.
Commonwealth countries in Africa and America are included with
British in the Table.
This trend towards increasing Asian immigration has continued as 
indicated in statistics produced by Dr J.C.A. Dique in a letter to 
"The Australian" in 1982. See Table 4.
Table 4
Net Migration 1965-1978
1965 1978
British 55.5 40.3
European 35.0 12.9
Asian 1.5 34.0
After Dique. 1982.
There are those who claim that we are now a country, not of 
migrants but of expatriates. It is natural that British immigrants 
will be socially and ethnically less "visible" than certain other 
Europeans as well as Asians. Nevertheless dispersal does eventually
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take place with the passage of time as in-marriage decreases and 
out-marriage predominates, There is little doubt that public 
opinion in Australia seems anything but agreed on the importance 
of population change. Some undoubtedly see population growth as 
essential for economic growth and higher living standards while 
others blame it for such social ills as housing shortages, traffic 
congestion, urban sprawl and deterioration of the environment. 
Massive population increases in neighbouring Asian countries tend 
to keep alive the spectre of the White Australian Policy, while 
such diverse slogans as "Populate or Perish" and "Zero Population 
Growth" still have their adherents.
It was against this background that a number of questions 
relating to population trends generally were asked of the members 
of the Royal College of Obstetricians and Gynaecologists in 
Australia:-
"There tend to be two extremes of viewpoint in relation 
to the population debate in Australia:-
a. Populate or Perish
b. Zero Population Growth.
While both these extremes are clearly oversimplified, 
which position would you say is closer to your own view?"
The findings are set out in Table 5.
Table 5
Population Policy - Age
Category 30-39
%
40-49
%
50-59
%
Populate or Perish 35 29 54
Zero Population Growth 55 55 44
Uncertain 10 16 2
( X2 = 12.63 p = .013)
Forty-nine per cent of respondents tended to support the idea 
of Zero Population Growth while 41% favoured the theme of Populate 
or Perish. Ten per cent were uncertain of their views. In terms of 
age groupings there was no difference between the 30-39 and 40-49
groups with 55% support for Zero Population Growth with 44% support 
from the 50-59 group. The 50-59 group were much more positive in 
their views with 54% support for the idea of Populate or Perish 
compared to 35% and 29% in the 30-39 and 40-49 groups respectively.
In terms of religious upbringing, there were no differences in 
view between Anglican and Uniting Church adherents, but there were 
significant Catholic/non-Catholic differences. Seventy per cent of 
Catholics and 37% of non-Catholics supported the idea of Populate 
or Perish while Zero Population Growth was supported by 19% of 
Catholics compared with 54% of non-Catholics. See Table 6.
Table 6
Population Policy - Religious Upbringing
Category Catholic non-Catholic
% %
Populate or Perish 70 37
Zero Population Growth 19 54
Uncertain 11 9
( x2 = 12.33 p = .002).
Eight out of nine of those who professed no religion supported Zero 
Population Growth.
The idea of Populate or Perish pursues the ideal of attempting 
to adjust Australia’s population to the massive increases that can 
be expected in the Asian region by the end of the present century. 
P.R. Stephenson wrote in 1936:- "Australia is perhaps the only 
country which actually has need for more people." (Stephenson: 1936. 
p. 149). The idea carries with it the notion of inadequately used 
living space which other countries should use if we cannot. On the 
other hand Zero Population Growth was seen as an important long term 
concept in helping to control pollution, overcrowding, and social 
maladjustments in the cities. In spite of the recognition that 
Australia is a lucky country with its unique good fortune in terms 
of population and resources, the adoption of zero growth was seen as 
a necessary example to the rest of the world and as a prevention 
against the ultimate overpopulation - practice what we preach sort 
of idea. The mood of the early 1970s was expressed by Fenner who
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used similar words to those of Stephenson with a somewhat different 
emphasis:- "Australia is unique in that it is the only country in 
the world which is still ’underpopulated! All too easily, Australia 
could in a few years - less time than has elapsed since the first 
fleet arrived - become as obviously overpopulated as India is now 
or the United States will be in thirty years. But Australians have 
the chance to decide otherwise and they would be foolish not to take 
it." (Fenner: 1971). While Zero Population Growth became an
Australia wide movement Borrie considered that it in fact meant 
zero natural growth to most people who seemed prepared and happy to 
have immigration continue. Views regarding immigration seemed to 
be much more imprecise than those relating to zero growth levels; 
it was the object that had been defined rather than the policy by 
which the objective could be reached. (Borrie: 1975. p.215).
This mood of the 1970s contrasted sharply with that of the 1940s 
when W.D. Forsyth (1942) concluded that Australia could no longer 
expect to obtain immigrants in significant numbers from Britain and 
north-west Europe. His view that population policy in Australia 
should be aimed primarily at enhancing fertility rather than migrat­
ion was also supported by Dr. G.L. Wood (1947. p.52) and Dr Grace 
Cuthbert (1947. p.88) - the latter an eminent and highly respected
obstetrician and gynaecologist - in papers read at the Twelfth 
Summer School of the Australian Institute of Political Science held 
in January 1946. Borrie (1975. p.216) considered that amongst the
majority of Australians that knowledge about population was fairly 
rudimentary and that the traditional stereotypes still conditioned 
public attitudes.
Respondents were then asked:-
"Given our present technology, which of the following 
would you see as the two most important factors limiting 
the future population of Australia?"
Possible categories specifically mentioned were Government Policy, 
Mineral Resources, Climate, Land Fertility, Water Supply, etc.
In respect of the first factor 45% of respondents indicated Govern­
ment Policy as the most important factor in limiting population 
growth while 17% indicated Water Supply. In respect of the second
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factor 24% supported Water Supply while there was 16% support for 
Government Policy. Clearly these two were seen collectively as the 
two most important factors limiting the future population growth in 
Australia. In terms of age there was slightly greater numerical 
support for Government Policy in the younger age group: 30-39 (53%), 
40-49 (45%), 50-59 (40%), while the reverse held in relation to 
Water Supply: 30-39 (11%), 40-49 (19%), and 50-59 (24%).
In terms of religious upbringing, there was no significant differ­
ence in terms of the first factor. In regard to the second factor, 
Catholics tended to favour land fertility whereas non-Catholics 
favoured water supply. It is clear that Government Policy relates 
more to immigration policy than to fertility. Water Supply however 
relates more to overall population irrespective of whether it is 
by natural increase or by immigration. The views of obstetricians 
and gynaecologists on the importance of water in limiting population 
growth is in keeping with those of Huntington who saw rainfall as an 
important factor in this regard. He concluded that a figure of 
15,000,000 was one which "the dryness of the continent is likely to 
prevent it from going much above (this figure) unless some new and 
unsuspected discoveries are made or the standard of living materially 
lowered." (Huntington: 1925. p. 397-8).
Many see water as the Achilles heel of Australia in that "the 
availability of water constitutes one of the major factors determin­
ing the size and distribution of Australia’s population."
(CSIRO: 1973. p.7-8). According to Borrie (1975. p.720) the main 
constraints are indirectly through the requirements of cropping and 
industry; the amount used for personal use is insignificant. The 
present constraints appear to arise mainly from competition between 
rural and urban needs and the fact that a large proportion of the 
water in South-east Australia is already committed. Where there is 
plenty of water, the population is sparse for other reasons, poor 
climate and soil; in addition to which there is no practical way of 
bringing the water to where the population is. Other observers 
(Ashton, Gifford et al: 1973) estimate that there is sufficient
water to sustain 37,000,000 people, while Holmes (1973) holds that 
water is less of a constraint than is popularly supposed.
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Respondents were then asked:-
"There have been numerous and varied estimates as to 
Australia’s population capacity. What do you consider to 
be the maximum number of people that could be supported while, 
at the same time, preserving our existing standard of living?" 
It should be noted that 7% of respondents favoured the status quo, 
i.e., a population of less than 15,000,000 which was in fact the 
population of Australia at the time of the survey. Such a view is 
somewhat unrealistic requiring at the same time both zero population 
growth and very severely restricted immigration. Sixty-seven per 
cent gave much more realistic answers with half of those favouring 
15-20,000,000 and half favouring 20-40,000,000. There were 17% who 
saw a figure in excess of 40,000,000 as appropriate, while some 9% 
remained uncertain. Anything beyond 40,000,000 would seem to be 
unrealistic given the Australian Bureau of Statistics projection 
for 2011 A.D. of 20,000,000. Estimates from time to time have 
varied from Huntington's (1925) to Albrecht Penck who estimated in 
1924 that Australia’s carrying capacity was 480,000,000. (Lodewyckx: 
1956). It is clear that to achieve this sort of population in 
Australia, people would be living at subsistence levels. (Borrie: 
1975. p.186). While there were no significant differences in res­
pect of age, the 30-39 group tended to be more realistic with 50% 
support for a population between 15-20,000,000 compared to 35% and 
29% respectively for the 40-49 and 50-59 age groups respectively.
In terms of religious upbringing, there was no Catholic support for 
a static population of less than 15,000,000. See Table 7.
Table 7
Maximum Population of Australia - Religion
Category (Millions) Catholic
%
non-Catholic
%
Less than 15 0
15-20 28
20-40 48
Greater than 40. 24
9
38
35
18
( x2 = 4.27 p = .234) These differences however are not 
statistically significant.
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There was almost equal support among Catholics and non-Catholics 
for the 15-40,000,000 range with a majority of Catholics favouring 
the higher range and non-Catholics the lower range.
Respondents were asked:-
"Australia's population has doubled during the last 30 years.
On balance, do you think that this has been a good thing?" 
Ninety-five per cent of respondents gave support, (Yes - (68%) and 
Qualified Yes - (27%)). Age and religious differences were not of 
significance.
Respondents were asked:-
"Do you think that this rate of growth of population has 
adversely affected you or your way of life?"
Eleven per cent thought that their way of life had been adversely 
affected in some way while the overwhelming majority said that it 
had not. There were no significant age or religious differences.
Respondents were then asked:-
"The average number of new settlers arriving in Australia 
between 1947 and 1973 was of the order of 85,000 per annum.
Do you think that this has been:- Too many? Too few? About 
right?"
Nineteen per cent thought "Too many", 12% thought "Too few", while 
69% thought "About right". There was fairly clear majority support 
for the Government's immigration policies; and while there were no 
significant age differences, there was greater numerical Catholic 
support for more immigrants although a higher proportion of Catholics 
as opposed to non-Catholics supported the current intake.
Table 8
Migrant Intake from 1947 to 1973 - Religion
Category Catholic non-Catholic
% %
Too many 4 22
Too few 20 11
Right 76 67
( x2 = 5.43 p = 0.66) However these differences were not stat-
istically significant.
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Respondents were then asked:-
"Do you think that Australia should be more active or less 
active in helping Asian countries to solve their demographic 
problems?"
Sixty-three per cent of respondents thought that Australians should 
be more active in helping Asians solve their demographic problems, 
20% felt that our efforts in 1978 were adequate while 10% felt that 
we were perhaps overdoing our assistance. There were no significant 
differences in terms of age or religious upbringing. While not 
specifically mentioned, this question does by implication refer to 
the White Australia Policy for it was the desire to guard themselves 
against the dangers of Asiatic immigration which was one of the most 
powerful influences which drew Australian Colonies together at the 
time of Federation. (Willard: 1966. p.119). The term White
Australia was in fact still used in the Official Year Book of the 
Commonwealth of Australia as late as 1937 with reference to the 
exclusion of Asiatics and other coloured immigrants. Gradually this 
began to change however in spite of an initial and predictable back­
lash against Asians especially the Japanese following World War II, 
a hardening that persisted well into the 1960s. Following a review 
of the situation in 1966 by the Australian Government, immigration 
regulations became less restrictive - non-European spouses, children 
and parents of Australian citizens were admitted and made eligible 
for naturalisation under the same conditions as applying to European 
immigrants while a new category of immigrant - the distinguished 
and highly qualified Asians - was defined. This meant that English 
speaking professionally qualified Asians could be offered a job in 
Australia with the chance to settle permanently. There was predict­
ably an immediate increase in the entry of Asians. Meanwhile the 
last vestige of discrimination on the grounds of race was removed 
by the Labor Government in 1973. (Borrie: 1975. p.205).
Any indication that obstetricians and gynaecologists might have 
doubts about increased help to Asians could well stem from the 
increased number of Asian doctors allowed into Australia during the 
mid-1970s - an event which occurred at a time when the medical 
profession generally was becoming aware of a developing situation
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of oversupply in terms of medical manpower. In more recent years 
however moves have been made to reverse this trend. Certainly among 
members of the R.C.O.G. in Australia there does not appear to have 
been significant opposition to or dissatisfaction with government 
policy in relation to population policy or immigration in the post­
war period. In fact 84% of Australian obstetricians and gynaecolog­
ists thought that Australians should continue to give the same or 
more active support for Asians in relation to their population prob­
lems, and while immigration is not the only element involved, it is 
nevertheless an area of great importance. The part played by 
Australian obstetricians and gynaecologists since the early 1960s 
and their membership of the Asian Federation of Obstetrics and 
Gynaecology since 1968 has been reviewed by McDonald et al. (1981. 
p. 67-77). The attitudes of Australian obstetricians and gynaecol­
ogists are reflected in advances in that specialty in a number of 
Asian countries as a result of these activities.
Respondents were then asked:-
"Do you think that overpopulation is currently one of 
Australia's most pressing problems?"
Ninety-five per cent indicated the view that Australia did not have 
a problem of overpopulation. There were no significant age or relig­
ious differences. It is of note that in the 1971 Survey of Married 
Women conducted by the Australian National University, only 69% gave 
an affirmative answer to the reverse question:- "Do you think that 
Australia is underpopulated?" (Darroch: 1973). Borrie (1975) refers 
to the blissful ignorance of demographic facts revealed in the A.N.U. 
Melbourne Survey - it would seem fairly clear that obstetricians and 
gynaecologists are much better informed. In general in regard to 
population questions, age and religious upbringing were not important 
variables. When there were differences, there was a tendency for 
Catholics and older obstetricians to give support to the idea of 
higher population with less support for any idea of zero population 
growth.
Finally respondents were asked a series of questions relating gener­
ally to population. See Table 9.
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Table 9
Responses to Population Questions
Question Agree
%
Uncertain
%
In view of the declining birth­
rate, governments in Australia 
should be encouraging couples 
to have more children. 51.5 10
There is little that govern­
ments can do to bring about 
a reduction in average family 
size 44 5.5
The ageing of our society, the 
end result of continuing low 
birthrate is an undesirable 
trend. 63 16.5
Overpopulation is a problem 
only in developing countries 54.5 7.5
International Family Planning 
Programmes per se have been of 
little value in solving the 
problem of overpopulation. 59.5 10
Family Planning Associations 
should be concerned more with 
education than with the pro­
vision of contraceptive 
services. 49.5 8.5
Doctors should encourage the 
more intelligent to have 
larger families. 27.5 6
Doctors should advise the poor 
to have fewer children. 57 7
Doctors should advise the less 
intelligent to have fewer 
children. 66 7
Disagree
%
38.5
50.5
20.5
38
30.5
42
66.5
36
27
Fifty-two per cent of respondents gave clear support for the 
contention that the Australian Government should be encouraging 
couples to have more children, 38% disagreed while 10% were uncertain. 
This seems to carry an implication that whereas immigration had 
tended to be the primary approach to any population problem, it should 
be secondary to our filling the cradles. It has already been noted
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that a number of observers during the 1940s supported this idea,
( Wood: 1947. Cuthbert: 1947 ), nevertheless population policy 
did in fact become essentially one of promotion of immigration.
There is in fact little evidence that human fertility can be mani­
pulated by the State to serve specific goals. (Borrie: 1975. p.726).
One factor affecting the decision to have children is the expected 
cost; public policies can reduce the cost to parents of child rear­
ing in terms of such incentives as maternity benefits, child endow­
ment and tax rebates but in developed countries such pronatalist 
measures have had little if any success. Such incentives in 
Australia have tended to serve social needs rather than specific 
demographic objectives. Most incentives in fact decline so rapidly 
in real value that they constitute in practice little more than 
short term economic or political expediency.
In regard to whether or not governments in Australia should be 
encouraging couples to have more children there were notable differ­
ences in terms of age and religious upbringing. Older obstetricians 
tended to be more pronatalist as were Catholics compared with non- 
Catholics. See Table 10.
Table 10
Government Pronatalist Policies - Australia
Age Group Agree Uncertain Disagree
% % %
30-39 35 10 55
40-49 49 10 41
50-59 62 9 29
( x2 = 8.65 p = .07)
Religion
Catholic 81 0 19
non-Catholic 47 12 42
( X2 = 11-80 p = .003)
Fifty per cent of respondents considered that there was little
that governments can do to bring about a reduction in family size.
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There were no significant differences in terms of age and religious 
upbringing. In antinatalist terms it is clear that any success in 
establishing appropriate patterns of fertility and mortality to 
achieve and maintain low or zero rates of growth will tend to be 
counteracted by such other factors as age structure, arising from 
past fertility patterns, of the female population which would sus­
tain natural growth for many years to come.
Sixty-three per cent of respondents agreed that the ageing of 
our society is an undesirable trend. Again there were numerical 
differences in terms of age and religious upbringing. These 
findings are set out in Table 11 and Table 12.
Table 11
Ageing of Society - Undesirable Trend
Age Group Agree Uncertain Disagree
% % %
30-39 55 18 27
40-49 60 14 26
50-59 70 18 12
( x2 = 4.55 P = .34)
There was little difference in view between the 30-39 and the 40-49
groups but a higher proportion of the 50-59 group considered that
an ageing population was undesirable. However the finding was not
statistically significant.
Table 12
Ageing of Society - Undesirable Trend - Religion
Religion Agree Uncertain Disagree
% % %
Catholic 85 11 4
non-Catholic 60 17 23
( X2 = 7.28 p = 0.026)
Eighty-five per cent of Catholics compared to 60% of non-Catholics 
saw an ageing population as undesirable confirming a strong and 
significant Catholic pronatalist trend.
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While 95% of respondents considered that overpopulation was 
not a pressing problem in Australia on 55% held the view that over­
population was a problem only in developing countries. Presumably 
it was considered that some developed countries were increasing in 
population too rapidly. This finding would be consistent with the 
proportion of respondents who favoured the idea of Zero Population 
Growth. A higher proportion of the older obstetricians (64%) com­
pared with 40-49 group (48%) and 30-39 group (45%) regarded over­
population as a problem only in developing countries. This was not 
statistically significant. Again 74% of Catholics compared with 
51% of non-Catholics shared an identical view. See Table 13.
Table 13
Overpopulation - Problem in Developing Countries
Age Group
30-39
40-49
50-59
Agree • 
%
45
49
64
Uncertain
%
6
9
4
Disagree
%
49
43
32
( X2 = 5.35 P = 0.25)
Religion
Catholic 74 11 15
non-Catholic 51 7 42
( X2 = 7.15 p = 0.028)
A question relating to the efficiency of family planning pro­
grammes internationally was asked. It has been noted that Family 
Planning Associations have not had great support from the medical 
profession generally. This was apparent from the present survey 
where family planning clinics were not seen as of great importance 
in initiating contraceptive advice. In a further question it was 
indicated by 50% of respondents that such associations should be 
concerned less with the provision of contraceptive service and more 
with education. In regard to the international scene, respondents 
were asked their views on the following statement:-
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"International Family Planning programmes per se have been 
of little value in solving the problems of overpopulation."
Fifty-nine per cent of respondents agreed with the statement, 32% 
saw such programmes as effective while 9% were uncertain. Again 
there was marked difference in view between the older group 50-59 
with 73% as compared to 51% and 53% respectively in the 30-39 and 
40-49 groups who considered the programmes as relatively ineffectual. 
( X2 = 9.61 p = .048). It will be remembered that the same age 
group were also inclined to regard overpopulation as a problem only 
in developing countries. Certainly there is a trend for older 
obstetricians to hold different views compared to the younger groups; 
this may be related in part to religious differences but there is 
almost certainly a greater awareness of the various problems by 
virtue of their longer experience in many of the matters under 
consideration. There is certainly a similar numerical trend in 
relation to religious upbringing where Catholics (70%) compared to 
58% of non-Catholics were unimpressed with international family 
planning programmes. However this finding was not statistically 
significant. ( \2 = 1.53 p = .456 ).
It is of passing interest in regard to population policy that a 
majority of doctors in the survey considered that they should 
encourage the poor (57%) and the less intelligent (66%) to have 
fewer children. Support for these views was numerically greater 
amongst older obstetricians suggesting a continuing but declining 
eugenic perspective. In regard to whether or not doctors should 
encourage the more intelligent to have larger families there was 
considerably less support (28%) but similar increased numerical 
support came from the older age groups. There were no differences 
in view in any of these three questions in regard to religious 
upbringing, secondary schooling or influence of religion.
The first seven statements concerning population growth 
previously set out in Table 9 were originally presented to the 
doctors in random order with five response categories ’Strongly 
Agree’, 'Tend to Agree’, ’Uncertain’, 'Tend to Disagree', ’Strongly 
Disagree.’ None of the items had more than two thirds of respondents 
in any single category and most items showed a fairly broad spread 
of responses across all categories. See Table 14.
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Correlations among the items are given in Table 15 on the previous 
page.
The items were combined in an additive scale and item-corrected 
total correlations were computed. See Table 16.
Table 16
Item-Corrected Total Correlations for the Attitude 
to Population Growth Scale
’’In view of the declining birth rate, 
governments in Australia should be
encouraging couples to have more .58*
children."
"Overpopulation is a problem only in
’developing’ countries, (i.e. Asia, .53*
Africa and Latin America).”
"The ’ageing’ of our society - the end
result of continued low birth rate - is .49*
an undesirable trend."
"Doctors should encourage the more
intelligent to have larger families.” .38*
"Family Planning Associations should 
be concerned more with education than
with the provision of contraceptive .31*
services."
"International Family Planning pro­
grammes, per se, have been of little
value in solving the problem of .32*
overpopulation.”
"There is little that governments can
do to bring about a reduction in .33*
average family size."
Percent of total variance
* p < .001
All items coded 1 = "Strongly Agree" to 5 = "Strongly Disagree."
The Alpha reliability coefficient for the Population Growth Scale 
was 0.70. The scale scores were normally distributed. ( p > 0.15 ).
See Table 17.
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Table 17
Characteristics of the Anti-Population Growth Scale
Minimum 9
Maximum 34
Mean 20.4
Standard Deviation 5.5
Median 20.8
Skewness - 0.10
Kurtosis -0.50
For the population growth scale, a person with a low score tended to 
think that '....governments in Australia should be encouraging 
couples to have more children.'; that 'Overpopulation is a problem 
only in developing countries.'; that 'The ageing of our society - 
the end result of a continued low birth rate - is an undesirable 
trend.' etc. Whereas a doctor holding the opposite opinion on these 
questions had a high score. Since the higher a person scored the 
less favourable he was to population growth, this was termed the 
'Anti-Population Growth' scale.
Within the survey there were several other questions against which 
the attitude scale could be validated. For example, doctors were 
asked whether their own view on the population debate in Australia 
was closer to the slogan 'Zero Population Growth' or to 'Populate or 
Perish'. Those favouring the former had a higher mean Anti Population 
Growth score than those favouring the latter. ( p < 0.001). Those 
who thought that Australia's rapid post World War II population growth 
was undesirable had a higher mean Anti-Population Growth score than 
the rest. ( p < 0.05 ). Those who thought that post World War II
migration to Australia had been too great had a higher mean Anti- 
Population Growth scale score than those who thought there had been
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too few immigrants. ( p < 0.05 ). From these findings there were
strong grounds for asserting the concurrent validity of this scale 
while the substance of the individual items attest to their content 
validity.
Data were obtained in the survey on several demographic and social 
background variables including sex, age, number of siblings, socio­
economic status of family of origin (Jones, et al), parents’ number 
of siblings, country of birth, religious denomination, whether the 
doctor's secondary education had been in a public school, a Catholic 
school, or other private school, and the perceived importance of 
religion in forming the respondent’s current views. The Anti Popul­
ation Growth scale was negatively related to age ( r = -0.39, 
p < 0.00001 ) - the older the doctor the more likely he was to
favour population expansion.
Those born in Australia favoured population growth more than those 
born elsewhere. ( p < 0.001 ).
Catholics favoured population growth more than non-Catholics,
( p < 0.001 ), while those who had received most of their secondary
education in Catholic schools were more inclined than others to favour 
population growth. ( p < .01 ). Those for whom religion had been an
important formative influence were more inclined to favour population 
growth, ( p < 0.01 ), than those for whom religion had been irrelevant.
No other relationships were found between background factors and the 
attitude scale.
Multiple regression analysis showed that only three of these back­
ground factors had independent effects on attitude to population growth, 
age being the strongest, followed by upbringing as a Catholic, then by 
birthplace. See Table 18.
Several demographic and social variables relating to the doctors’ 
current situation were examined for relationships with the two attitude 
measures. These included marital status, whether the doctor was salar­
ied or self-employed, the size of the town or city where the doctor 
resided, frequency of attendance at religious services, and political
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party preference. Salaried doctors were more opposed to population 
growth ( p = .001 ) than those in private practice. The more 
frequently a doctor attended religious services the more favourable 
he was to population growth. ( p = .001 ).
Table 18
Influence of Social and Demographic Background 
on Attitudes to Population Growth 
{Standardised Partial Regression Coefficients)
Category Anti-Population Growth Scale
Age - 0.34**
Religion
(Catholic = 1) 
(Non-Catholic = 2)
0.20*
*Birthplace
(Australia = 1) 
(Elsewhere = 2)
0.16
Influence of Religion
(Very important = 1) 
to
(Not relevant = 4)
0.09
Coefficient of Determination (r2) 0.24
* p < .05
** p < .01
No other associations were found between the attitude to population 
growth scale and other socio-demographic variables relating to the 
doctors’ current situation.
Multiple regression analysis combining the background variables which 
were shown to have independent effects on the attitude scale and the
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current situation variables showed that employment in a salaried 
position as against private practice had an independent but minor 
effect on attitude to population growth. (Table 19).
Neither regular church attendance at religious services nor political 
preference had any independent association with attitude to population 
growth. See Table 19.
Table 19
Influence of Socio-Demographic Background and Present 
Situation on Attitudes to Population Growth
{ Standardized Partial Regression Coefficients}
Category Anti-Population 
Growth Scale
**Age -0.30
**Religion 0.19
(Catholic = 1) 
(Non-Catholic = 2)
*Birthplace 0.15
(Australia = 1) 
(Elsewhere = 2)
Employment **0.14
(Private = 1)
(Salaried = 2)
Attendance at Religious Services 0.10
(Regularly = 1)
to
(Never = 4)
Coefficient of Determination (r2) 0.26
* p < 0.05 ** p < 0.01
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As well as an Anti-population Growth Scale, it has been poss­
ible also to develop an Anti-Abortion Scale. (See Chapter 8).
The present data demonstrates an overall mild negative correl­
ation between the ’Anti-Abortion Scale’ and the 'Anti-population 
Growth Scale' ( r = -0.29 p < .00001 ) indicating that while these
attitudes are related it was not necessarily true that a doctor who 
was opposed to abortion favoured population growth, nor that a doctor 
who supported or accepted abortion was opposed to population growth. 
This is not inconsistent at the national level where governments 
frequently combine apparently pronatalist legislation with virtually 
unrestricted liberal attitudes towards abortion. It is highly 
questionable whether any pronatalist policy has ever actually affected 
birthrate to any appreciable degree. The support of Zero Population 
in both popular and academic circles has suggested on the other hand 
the possibility of a basis for population control based on disincent­
ives for fertility. Support for the introduction of such disincent­
ives comes in significant part from those who see population growth 
as adding to the welfare burdens which they believe they carry. 
Certainly younger obstetricians, non-Catholics, and those educated in 
non-Catholic schools tend more to that view than their opposites - a 
view connected with the recent doomsday type prophecies in relation 
to population growth previously referred to. It seems clear that the 
major developments and changes in relation to fertility are largely 
independent of population policies however — certainly the control of 
fertility is a complex undertaking - with frequently delayed and 
undiscernable effects. By contrast control of migration is an easier 
tool of population control which can produce almost immediate effects. 
Except in regard to very small populations, emigration has not been 
shown to be an effective method of population control with Ireland 
as the possible exception during the nineteenth century, but even 
there, there were other factors involved. By contrast however, 
immigration with the combined effect of new arrivals, many within the 
reproductive age, with their offspring can have a very significant 
effect on the receiving society.
It is clear now that Australia's domestic birth rate has stabil­
ised at a relatively low level despite short run cyclical variations.
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Thus Australia’s population growth rate is now a policy variable 
that can be controlled by regulating the rate of immigration. In 
this regard doctors gave clear support for the Australian Govern­
ment’s policies for the encouragement of immigration through 
practical, economic and financial incentives.
Chapter 6
Family Size Norms
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Fertility has declined in Australia to the extent that median 
family size was halved in one generation. (Day: 1965. p. 158). This 
massive decline occurred within each religious and residential cate­
gory as well as the main country of birth categories. Just when this 
decline started could not be accurately determined on the data 
available at that time, but it appears to have been well under way 
by the mid-1890s. The earliest data suggests that it was well under 
way as early as the 1860s. (Census: 1911. p.285).
This decline in fertility cannot be attributed to any change 
either in the proportions ultimately marrying or in the age at which 
they marry. Nor is the explanation one of change in fecundity 
(physiological capacity for reproduction) - there is no evidence for 
example that rural Catholics are physiologically more capable of 
reproduction than rural non-Catholics, nor that the latter are more 
capable than their urban counterparts. (Day: 1965. p.161). There 
is in addition no evidence to suggest that there has been any decline 
in fecundity over time sufficient to explain what has happened in 
terms of fertility. There can be little doubt that, in general, 
Australians have borne progressively fewer children because they 
wanted to rather than because they were forced to. See Table 1.
Table 1
Australia - Average Issue of Married Women 
aged 45-49 years in Year Specified
Year Average Issue
1881 6.36
1891 6.53
1901 6.07
1911 5.05
1921 4.02
1932 3.60
1947 2.77
1954 2.43
1961 2.50
1966 2.66
1973 2.87
Modified from Borrie.
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Differences over time, and between various categories of the 
population at the same time are to be generally explained in terms 
of a differential resort to the various methods of family limit­
ation. The most prominent feature of this fertility change was 
the decline in frequency of the large family of five or more 
children and a rise in the proportion of families of two or three. 
According to Borrie, this halving in family size from around six 
for women completing their fertility round 1901 to about three 
children and fewer from about 1940, was not a process that occurred 
simultaneously through the whole population. The origins of the 
decline and its pace varied among different social, economic and 
religious groups and was more marked initially in urban as opposed 
to rural areas. (Borrie: 1975. p.49).
In this regard it has been shown that Australia's overall 
levels of family planning practice during recent decades has been 
similar to those of the United States and the United Kingdom. 
(Caldwell et al: 1973. p.58). By 1971, technological and attitudinal 
change had ensured that nearly all fecund married women in the 
community would practice contraception. Certainly among native 
born Australians there was no longer any substantial difference by 
education, religion or income in the liklihood of using artificial 
means of contraception.
The religious differential in Australia appears to be mainly 
the end result of different family size patterns between Australian 
born Catholics and Australian born non-Catholics. An analysis of 
the older age groups (65-69) in the 1911 Census gives information 
about families whose formation was completed late in the nineteenth 
century. This in fact showed that some non-Catholic groups had 
larger families than some Catholic groups. These differences were 
not great however - all groups had a large mean family size.
(Borrie: 1975. p.53). No comparable data were again available until 
the 1966 Census which clearly showed that in the intervening 55 years 
by far the most rapid decline occurred among non-Catholics. For 
families completed around the end of World War II (women aged 65-69 
in 1966), the average family for Australia as a whole had dropped 
to 2.45 children with a size of 2.91 for the Catholic group
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and 2.35 for the non-Catholic group. An analysis however of the 
younger age groups completing their family in 1966 indicates a 
considerable narrowing of the difference between Catholics and non- 
Catholics. The average issue of wives aged 30-39 in 1966, family 
virtually complete, was 3.18 for the Catholic group compared with 
2.82 for the non-Catholic religions giving an Australian average 
of 2.91. How far religion has become a determining factor in 
relation to family size is difficult to assess. The conventional 
explanation seems to have been that the official stance of the 
Roman Catholic Church on birth control and the lack of any very 
positive position on the part of most Protestant religions. 
Nevertheless, it is clear that occupation, social class and 
educational attainment seem to have some role also in the patterns 
of family size. As indicated elsewhere the differential which 
remains is not in the fact of contraception usage but in the form 
in which it is used.
It will be shown later that members of the Royal College of 
Obstetricians and Gynaecologists make extensive use of contracept­
ion. In this chapter it is proposed to consider the attitudes and 
practices of respondents is regard to family size in the situation 
where they are able to control their fertility almost at will.
Where possible, relevant comparison will be made with data from the 
Queanbeyan and Melbourne surveys. (Melbourne Survey: 1971. Caldwell 
1971).
Respondents were asked a series of questions relating to a 
series of family size norms.
a. "Generally speaking, what do you think is the ideal number 
of children for a couple living in Australia to have, that 
is, about the right number of children for most people in 
this country."
Slightly more than half of respondents considered three was the ideal 
family size for most couples. One third supported a family size of 
two while four or more was supported by only one in seven. This find­
ing and its comparison with the responses to an identical question 
in the Queanbeyan and Melbourne surveys is set out in Table 2.
87
Table 2
Ideal Family Size - All Australians
Family Size R.C.O.G. Melbourne Queanbeyan
% % %
2 or less 32 33 24
3 53 35 32
4 or more 15 32 44
Mean 2.83 3.02 3.22
Melbourne respondents were equally divided while in Queanbeyan 
there was a trend towards a higher family size with the majority 
support for four.
In relation to ideal family size for self, respondents were 
asked the following question
MWhat do you think is the ideal number of children for a couple 
in your own situation to have?"
Slightly more than one third of respondents favoured a family 
size of three while and identical proportion favoured four or more. 
In all, nine respondents favoured a family size of five or more. 
Slightly less than one third favoured a family size of two or less, 
there being two respondents suggesting no children. Clearly this 
group of professionals saw their own ideal family size as slightly 
larger than that thought appropriate for most couples in Australia.
It is always difficult to construct questions in regard to 
norms which are not in some way affected by the family size already 
achieved. (Caldwell: 1972. p.3). The question asked in the
Melbourne and Queanbeyan surveys was along the following lines 
accordingly.
"If you were able to start married life over again, and if it 
were somehow possible to prevent pregnancy when you wished, 
and to become pregnant just when you wanted to, how many 
children would you want to have altogether?"
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The comparative responses are set out in Table 3.
Table 3
Ideal Family Size - Self
Family Size R.C.O.G. Melbourne Queanbeyan
% % %
2 or less 31 34 32
3 34 28 28
4 or more 35 38 40
Mean 3.09 3.14 3.13
There was surprisingly little difference in the views of the 
groups surveyed. In the R.C.O.G. and Melbourne surveys the Ideal 
Family Size - Self was larger than Ideal Family Size - Australians.
In the Queanbeyan responses, the reverse situation was evident.
Respondents were asked how many children their spouses would 
like to have. The actual question asked was as follows:-
"How many children would your spouse have if he/she had 
his/her own way?"
Seventy-four per cent indicated "same as self," 14% indicated 
"more children than self" while 12% said "fewer children than self." 
This consensus between spouses was paralleled in the Melbourne and 
Queanbeyan surveys. There is in fact a remarkable consistency in 
the views of all respondents given the considerable difference in 
terms of sex, education, social background, ethnic origins as well 
as the time gap of seven years.
The views of the R.C.O.G. respondents on ideal family size 
were considered in terms of age groupings. In regard to the Ideal 
Family Size for most people there was no difference in view between 
the 40-49 and 50-59 age groups where majority support was for a 
family size of three. In the 30-39 age group, the majority support 
was for a family size of two. A similar trend was noted in relation 
to Ideal Family Size - Self.
See Tables 4 and 5.
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Table 4
Ideal Family Size -- All Australians.R.C.0.G.
Age Categories
Family Size 30-39 40-49 50-59
% % %
2 or less 52 30 25
3 39 57 56
4 or more 9 13 19
( X2 = 9.57 p = .048 )
Table 5
Ideal Family Size - Self. R.C.O.G.
Age Categories
Family Size 30-39 40-49 50-59
% % %
2 or less 47 32 20
3 35 32 36
4 or more 18 36 44
( x2 = 10.54 p = .032 )
In regard to Ideal Family Size - Self, there was an inverse 
relationship between age and family size. In the older age groups, 
majority support was for four children while in the younger age group 
there was majority support for two children.
Significant differences in terms of religious upbringing are shown
in Table 6.
Table 6
Ideal Family Size - Religious Upbringing. R.C.O.G.
Most People Self
Catholic Non-Catholic Catholic Non-Catholic
% % % %
2 or less 8 37 8 34
3 61 51 36 35
4 or more 31 12 56 31
( x 2 = 11..56 p = .003 ) ( x 2 = 8.73 p = .013)
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The majority of both Catholics and non-Catholics favoured an 
ideal family size of three for most Australians; however approxim­
ately one third of Catholics favoured a family size of four while 
a similar proportion of non-Catholics favoured a family size of 
two. In terms of ideal family size - self, there were again 
significant differences; in both categories however there was a 
slight trend towards the slightly larger family size.
There is little doubt that the desire to have children is 
almost universal. More than 92% of respondents said that it was 
fairly or very important to have had children while 90% were 
completely opposed to the suggestion that they might have considered 
having no children. Forty-three per cent of respondents said that 
it was important to have a child of each sex. A similar question 
in the Melbourne survey produced an almost identical view. Forty- 
four per cent of respondents indicated that they would be prepared 
to have three children and a similar proportion were prepared to 
have four or more in the hope of having a child of each sex. When 
asked which sex they would prefer if only one child, 36% preferred 
male, 10% preferred female, while 54% indicated that they had no 
preference. Nevertheless, more than three times as many respondents 
preferred a son as opposed to a daughter. In terms of desirable age 
before contemplating parenthood majority support was for age 20 for 
females and age 25 for males - the most desirable interval between 
births was seen as 18-24 months. In actual practice, 71% of 
respondents achieved an average spacing of between 18 and 36 months. 
There was a clear preference on the part of obstetricians and gynae­
cologists to cease reproduction at an earlier age than the Melbourne 
respondents. This might well be related to their knowledge of the 
higher risks associated with pregnancy and childbirth in older women 
as well as the increasing risks of chromosomal abnormalities in the 
older age groups. Eighty per cent of the R.C.O.G. respondents 
indicated that their wives had completed their families by age 35 
years compared with 70% in the Melbourne survey. It is perhaps a 
little surprising that 40% of the R.C.O.G. respondents had completed 
their family by age 30 - given the relatively long period of profess­
ional training prior to specialisation. On the other hand, they do
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tend to come from a higher socio-economic background which permits 
of earlier marriage and reproduction in financial terms.
Eighty-two per cent indicated that they had completed their 
family, 7% were still in the process of having their family while 
only 1% had not yet commenced childbearing. There were 161 valid 
answers in regard to completed family size. The findings are set 
out in Table 7.
Table 7
Complete Family Size - R.C.O.G.
Family Size %
2 or less 27.3
3 31.7
4 or more 41.0
It is of interest to compare Ideal Family Size - Most People: 
Ideal Self - R.C.O.G. and Achieved Family Size - R.C.O.G.
This comparison is set out in Table 8.
Table 8
Comparison of Family Sizes
Family Size Ideal-Most Couples Ideal-R.C.O.G. Achieved-R.C.0.G
% % %
2 or less 32 31 27
3 53 34 32
4 14 ) 30 ) 28 )
) 15.0 ) 35 ) 41
5 Or more 1 ) 5 ) 13 )
Mean 2.83 3.09 3.29
In terms of age categories, there was no significant difference 
in the older two categories. Achieved family size in the 30-39 age 
group is clearly smaller with the majority support for two children 
as opposed to four for the other two groups. This finding is not 
significant however. See Table 9.
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Table 9
Family Size 30-39 40-49 50-59
% % %
2 or less 36 24 23
3 31 37 31
4 or more 33 39 46
( X2 = 2.9 p = 0.57 )
In relation to religious upbringing, there was no significant
difference between Anglicans and Uniting Church supporters. There
were however very significant differences between Catholics and non-
Catholics. !See Table 10.
Table 10
Achieved Family Size - R.C.O.G.
Family Size Catholic non-Catholic
% %
2 or less 20 28
3 0 36
4 or more 80 36
( x: 16.16 .0003 )
Eighty per cent of Catholics had four or more children as opposed 
to 36% of non-Catholics.
Respondents were asked a number of questions relating to completed 
or intended completed family size.
a. "If you have completed your family, how many children
do you have?"
b. "If you are still in the process of having your family.
i. How many children do you have? 
ii. How many children do you intend having?"
c. "If you have yet to have your family, how many children do
you intend to have at the moment?"
Melbourne respondents were asked a slightly different question in 
relation to expected completed family size:-
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"Now taking into account the problems of balancing the sexes 
and the difficulties of avoiding unintended pregnancies, how 
many children do you really expect to have in all, including 
the ones you have now or are now pregnant with?"
The findings are set out in Table 11.
Table 11
Comparison of Expected or Intended Completed Family Size
R.C.0.G. and Melbourne Surveys
Family Size R.C.O.G. Melbourne% %
2 or less 27 42
3 31 29
4 or more 42 29
There appeared to be important differences. There was a distinct 
orientation towards an intended family size of four - Mean 3.29 as 
compared to a family size orientation of two, and a mean of 2.88 
between the R.C.O.G. and Melbourne respondents respectively.
Respondents were then asked a number of questions relating to 
their own family of origin. Fourteen per cent of respondents indicated 
that they were only children; two thirds thought as a result they had 
been disadvantaged in some way.
Respondents were then asked two questions
a. "If you were not an only child, how many brothers and sisters
did you have?'
b. "If married, how many brothers and sisters did your spouse
have?1"
From this information it is a simple matter to compute the size of 
the two families of origin.
It will be noted that there was little difference in the family 
patterns of respondents and their spouses. The latter came from 
families with a slightly higher mean size. Almost three fifths of both 
groups had a family size of two or three children while approximately 
one in ten came from one child families. The high incidence of one 
child families cannot go unnoticed - 10 to 12 per cent - in their 
families of origin compared with 1.2% in their own completed families.
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See Table 12.
Family of
Table 12
Origin Size of Respondent and Spouse
Family Size Respondent Spouse
% %
1 11.8 10.0
2 32.6 26.6
3 25.5 28.9
4 14.8 20.6
5 6.6 5.6
6 or more 8.7 8.3
Mean 3.07 3.23
It will be recalled that almost all of the respondents would have been 
born between the beginning of World War 1 and the end of World War 11. 
There is surprisingly little difference between family of origin size 
and own family size.
Respondents were next asked two question in relation to their 
parents families
a. "How many brothers and sisters did your mother have?"
b. "How many brothers and sisters did your father have?"
The responses are set our in Table 13.
Table 13
Family of Origin Size - Mother and Father
Family Size
1
2
3
4
5
6
7
8 or more
Mother Father
% %
6.1 ) 4.2 )
) 19 313.2 ) ; 13.2 )
11.2 17.3
17.2 12.2
13.7 14.7
9.6 14.7 )
8.6 | ) 38.6 8.7 j
20.4 S 14.7 \
Mean 5.09 4.95
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It will be noted that there was a sharp fall in mean family- 
size from 5.02 to 3.15 within one generation; a finding which is 
consistent with the Australian trend. (See Table 1).
It is useful to draw comparisons between the family sizes of 
respondents’ mothers' and respondents’ fathers’ family of origin,
respondents’ families of origin and respondents ’ own families.
See Table 14.
Table 14
Comparison of Families of Origin Sizes of Father,
Mother , Respondent and Respondents' Own Families
No. of Mother Father Respondent Own Family
Children No. _% No. _% No. _% No. _%
1 12 6.1 9 4.6 23 11.5 3 1.7
2 26 13.2 26 13.2 64 32.0 45 25.3
3 22 11.2 34 17.2 50 25.0 55 30.9
4 34 17.2 24 12.2 29 14.5 50 28.1
5 27 13.7 29 14.7 13 6.5 18 10.1
6 19 9.6 29 14.7 8 4.0 3 1.7
7 or more 57 29.0 46 23.4 13 6.5 4 2.2
Of special note is the high number of one and two child families
in respondents ’ families of origin. In addition there are clear
differences between respondents’ families of origin size and respond-
ents’ own family sizes. This is indicated in Table 15,
Table 15
Comparison of Respondents’ Own Family of Origin
Size with Own Family Sizes.
No. of Own Family of Origin Own Family
Children No _% No. _%
1 23 11.5 3 1.7
2 64 32.0 45 25.3
3 50 25.0 55 30.9
4 29 14.5 50 28.1
5 13 6.5 18 10.1
6 8 4.0 3 1.7
7 or more 13 6.5 4 2.2
( x2 = 31.19 p > .001 )
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The major differences are in relation to families with sizes 
of one, four and seven. The overall differences are significant.
In Table 16 a comparison is made of Respondents’ Mothers’ and 
Fathers’ Families of origin.
Table 16
Comparison of Respondents' Mothers' and Fathers'
Families of Origin
No of Mothers ' Families Fathers ' Families
Children of Origin of Origin
No. _% No. _%
1 12 6.1 9 4.6
2 26 13.2 26 13.2
3 22 11.2 34 17.2
4 34 17.2 24 12.2
5 27 13.7 29 14.7
6 19 9.6 29 14.7
7 or more 57 29.0 46 23.4
( X2 = 8-05 p > .05 )
It is clear that there is no significant difference between the 
families of origin of respondents’ mothers and fathers.
When comparison was made between respondents' mothers' families 
of origin and respondents' own families of origin there were highly 
significant differences. A similar difference was evident when a 
similar comparison was made between respondents' fathers' families 
of origin and respondents' own families of origin. These findings 
are set out in Table 17 and Table 18.
Again when respondents' mothers' families of origin and respond­
ents' fathers' families of origin are compared with respondents' own 
families again there are highly significant differences.
These findings are set out in Table 19 and Table 20.
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Table 17
Comparison of Respondents' Mothers ' Families of Origin
and Respondents’ Families of Origin
No of Children Mothers' Families Respondents' Families
of Origin of Origin
No. _% No. _%
1 12 6.1 23 11.5
2 26 13.2 64 32.0
3 22 11.2 50 25.0
4 34 17.2 29 14.5
5 27 13.7 13 6.5
6 19 9.6 8 4.0
7 or more 57 29.0 13 6.5
( X2 = 67.81 p < .001 )
Table 18
Comparison of Respondents' Fathers' Families of Origin
and Respondents' Families of Origin
No of Children Fathers' Families Respondents' Families
of Origin of Origin
No. _% No. _%
1 9 4.6 23 11.5
2 26 13.0 64 32.0
3 34 17.2 50 25.0
4 24 12.2 29 14.5
5 29 14.7 13 6.5
6 29 14.7 8 4.0
7 or more 46 23.4 13 6.5
( X2 62.14 p < .001 )
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Table 19
Comparison of Respondents’ Mothers' Families of Origin
and Respondents' Own Families
No. of Children Mothers' Families Respondents ' Own
of Origin Families
No. _ 1_ No. _%
1 12 6.1 3 1.7
2 26 13.2 45 25.3
3 22 11.2 55 30.9
4 34 17.2 50 28.1
5 27 13.7 18 10.1
6 19 9.6 3 1.7
7 or more 57 29.0 4 2.2
( X2 = 86.42 p < .001 )
Table 2CI
Comparison of Respondents’ Fathers' Families of Origin
and Respondents' Own Families
No. of Children Fathers’ Families Respondents’ Own
of Origin Families
No. _% No. _%
1 9 4.6 3 1.7
2 26 13.2 45 25.3
3 34 17.2 55 30.9
4 24 12.2 50 28.1
5 29 14.7 18 10.1
6 29 14.7 3 1.7
7 or more 46 23.4 4 2.2
( X2 = 80.40 p < .001 )
These findings are confirmed by the mean family sizes noted in
Table 21.
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Table 21
Comparison of Mean Family Sizes
Respondents’ Mothers’ Family of Origin 
Respondents' Fathers' Family of Origin 
Respondents' Family of Origin 
Respondents’ Spouses Family of Origin 
Respondents' Family Size (Completed) 
Respondents' Family Size (Expected Completed) 
Respondents' Family Size (Ideal- Self) 
Respondents' Family Size (Ideal - Most Couples) 
Melbourne Ideal Family Size (Most Couples) 
Melbourne Ideal Family Size (Self)
Melbourne Expected Completed Family Size 
Queanbeyan Ideal Family Size (Most Couples) 
Queanbeyan Ideal Family Size (Self)
5.09
4.95
3.23
3.07
3.29
3.33
3.09
2.83
3.02
3.14
2.88
3.22
3.13
There is little doubt that the achieved family size of couples depends 
on the extent and use of birth control practices which in turn depend 
on family size preferences, as well as the ability to use contra­
ception efficiently irrespective of method. (Askham: 1975. p.161).
Among R.C.O.G. members it has been shown that perceived Ideal 
Family Size for most people in Australia is significantly smaller 
than Ideal Family Size for self which again is significantly smaller 
than their actual achieved or expected family size. There is no 
particular reason why obstetricians should not have access to and the 
knowledge to use efficient methods of birth control. There is no 
reason to believe that obstetricians have group norms in relation to 
reproduction nor is the average obstetrician's life one of significant 
deprivation or insecurity. The extent to which they make rational 
choice given the balancing of costs and benefits is clearly related 
as we have shown to at least two variables - age and religious 
upbringing. In terms of societal norms it is relevant to note that 
achieved family size was smaller among the 30-39 age group. A possible 
effect here is the Zero Population Growth philosophy which was 
current at the time that many younger obstetricians were having their
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families. It is suggestive however from the data relating to 
the 15 respondents who were still in the process of having their 
families, that the Zero population trend had passed by 1978.
Of these, nine intended having four or more children. The majority 
of these were non-Catholics in the 40-49 group. There is no 
question that age and religion are important and complex variables 
to be reckoned with in relation to family size expectations and 
achievement. The current discussion then underlines the persistence 
of group differentials in fertility, e.g., age and religious 
upbringing, despite a general context of extensive control over 
fertility and the emergence of the average family of three children. 
A useful causal analysis of Achieved Family Size is set out in 
Table 22.
Table 22
Causal Analysis of Achieved Family Size
Involuntary 
impairments 
affecting 
gestation and 
parturition
Achieved Family Size
Idepends on
Use of Birth Control
depends
s'Family Size Preferences
on
Ability to use birth control 
efficiently .
depends on
Societal Balancing of Extent to which 
or group costs and couple have
norms benefits of opportunity to 
producing and make rational 
caring for choices. 
additional 
children
depends on
iExistence of Societal or
efficient group norms
methods, know­
ledge about 
them, access to 
them, & ease of 
use once obtained
depends on\ depends on
Extent to which individuals life 
situation is one of deprivation, 
insecurity & powerlessness or otherwise
Adapted from Askham
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As well as family size norms, this discussion has centred 
on the changes that have occurred in respondents’ families over 
a period of three generations. There is an obvious consistency 
with the national trend. It is of considerable interest and 
importance that the major decline in family size occurred at a 
time of adverse economic circumstances without significant change 
in contraceptive technology, contrary to the views of the church, 
without the help of the medical profession and in spite of res­
trictive legislation and a ’’conspiracy of silence” with reference 
to sexual matters and birth control.
The current family size in developing countries is similar 
to that of the Western World of two generations ago. The transition 
from high to low fertility in the Western World was accomplished 
in a much less favourable atmosphere than exists at the present 
time in terms of contraceptive variables. With current contra­
ceptive technology it should be theoretically possible to reduce 
population quickly. In actual practice, as has already been noted, 
it is difficult to achieve an equivalent drop in family size in 
developing countries. There are clearly many factors involved; 
but basically if the will to make rational choice is there, the 
means is always available to complete the demographic transition.
Chapter 7
Abortion
Historical and Legal Perspectives
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There is a relationship between abortion and contraception in 
that the former is usually seen in the spectrum of fertility 
control as a "back up" to the latter. In actual fact the combinat­
ion of contraception with abortion presents the least risk to life 
of the various options facing a couple who are seeking a reversible 
method of family planning. (Potts, Diggory & Peel: 1977. p. 528). 
That this is so has been shown by Tietze (Tietze: 1981), for in the 
U.S.A. between 1968 and 1972, the case fatality from abortion was 
of the order of 0.1 per million. By contrast when it is performed 
illegally in women who cannot afford professional competence, as 
in Chile (Plaza & Briones: 1963), considering only those who died 
in hospital, the rate is 100 times greater, representing some 38% 
of all maternal deaths.
Since induced abortion is found in all societies, it is clear 
that the problem must be faced, for restrictive legislation has 
rarely if ever been effective in preventing illegal abortions. 
(Potts, Diggory & Peel: 1977. p. 525). In relation to abortion, 
there are a number of important issues:- the need to determine the 
role of abortion in the total pattern of fertility regulation; the 
need to reduce emotional tension, physical pain and risk to health 
presented by badly performed illegal abortions; and the need to 
balance the rights of the embryo against the rights of the mother. 
That these are important issues is shown by the fact that no 
developed country has ever achieved a low birth rate without con­
siderable resort to abortion; equally it seems unlikely that any 
developing country can ever hope to achieve any significant decline 
in its fertility rate without the future use of induced abortion - 
be it legal or illegal. (Potts, Diggory & Peel: 1977).
Throughout the Middle Ages abortion was held in extreme 
abhorrence and as far as is known was rare. In Anglo-Saxon England 
it was an ecclesiastical offence under canon law which remained 
throughout the West until the 12th century. (Lane: 1974). By the 
13th century, however, abortion had found its way into the common 
law, a commentary of the day stated that a woman committed homicide 
if she destroyed a child in her womb. In addition a distinction was 
drawn between an animate and a non-animate foetus on which the
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punishment for abortion depended. It was not a punishable offence 
unless committed after quickening - ’the first felt movement of 
the foetus within the womb.’ At common law then abortion of a 
woman ’quick’ with child eventually became to be a misdemeanor 
only, unless it resulted in the death of the mother in which case 
it was a felony and punishable as for murder. Before ’quickening’ 
it was not punishable at all. (Lane: 1974. p. 196).
Whatever the precise view taken by the Common Law, the Act of 
1803 made it a felony to attempt to procure the abortion of a woman 
who was not or was not proved to be 'quick with child’. A later 
Act in 1828 made abortion a felony, punishable by death if a woman 
was ’quick’ with child and by transportation or lesser penalties 
if she was not. A further Act in 1837 abolished the distinction 
between the two and both were made punishable by transportation or 
imprisonment. (Lane: 1974. p. 196).
The Offences Against the Person Act of 1861, which incidentally 
is still in force, enacted that it was a felony for any woman to 
administer to herself poison or other noxious thing or to use an 
instrument or other means with intent to procure her miscarriage 
if she were 'with child', or for any other person to do so or to 
supply the means therefore whether she were with child or not. With 
the accent on ’unlawfully' there was nothing in the Act to indicate 
whether abortion in any circumstances might be lawful.
On the other hand, the Infant Life (Preservation) Act, 1929, 
created the offence of wilful destruction of a child capable of being 
born alive, of which evidence that the mother had been pregnant for 
28 weeks or more was prima facie proof, providing that it shall be 
a defence that the act causing the death of the child was done for 
the purpose of preserving the life of the mother only. While the 
discrepency between these two acts gave rise to much comment the 
matter was by and large in abeyance until the case of R v Bourne in 
1939. The ruling of Mr Justice Macnaghten in this case broadened 
the meaning of 'for the purpose of preserving the life of the mother’ 
to include the 'possible consequence of the continuance of the 
pregnancy to made the mother a physical and mental wreckI The Acts
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of 1861 and 1929 together with the Macnaghten ruling along with 
the even more liberal Ashworth ruling of 1958, ( R v Newton and 
Stungo: 1958), which directed the jury to the effect that the 
termination of pregnancy was lawful to preserve the mother’s life, 
or her physical and mental health, remained the law of England and 
Wales until the passing of the Abortion Act of 1967. It is inter­
esting to note at this point that while it was commonly assumed 
that the Bourne ruling would be applicable to Australia, no one 
was quite sure. That was subseqently confirmed in the Menhennitt 
directive of 1969. (Millhouse: 1972. p. 95).
The Abortion Act of 1967 was passed at a time of extensive and 
rapid cultural, social and economic change. Social expectations of 
prosperity were rising, changes in sexual mores constituted a 
virtual sexual revolution, while the relationships between the 
so-called "caring” professions were rapidly changing in an atmos­
phere of increasing social scrutiny and questioning.
Historians have always tended to the view that the decline in 
fertility was a consequence of diffusion of new knowledge related 
to mechanical contraception. (McLaren: 1978). As a result there 
has been a tendency to overlook such traditional methods of birth 
control as coitus interruptus, abstinence and abortion. When coitus 
interruptus was perhaps the most widely used method it was inevitable 
that unwanted pregnancies would have occurred leaving abortion in 
one of its forms as the only possible option. Predictably, and in 
spite of this, abortion has until recent years received little 
attention:- it was not regarded as a "respectable" subject for 
research, it was not possible to determine the incidence of an 
illegal act and furthermore the practice was an essentially female 
form of birth control.
What then of the attitude of the medical profession towards 
abortion: It is clear that even in the 1890s the leading profess­
ional publications of the day - Lancet and British Medical Journal 
- demonstrated their reluctance to even discuss the issues; the fact 
that abortion was illegal under the 1861 Act was sufficient reason 
for the profession to support the notion that it was both medically
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and morally wrong. Abortion could only be condoned if carried out 
by a surgeon if the mother’s life was in danger and then only after 
full medical consultation. While earlier in the nineteenth century 
doctors could reasonably have opposed abortion because of the 
dangers it posed to the mother, by 1900 this was no longer so as 
by then hospital abortions could be carried out in relative safety. 
Nevertheless few women were able to obtain abortion so that women 
were forced to seek help elsewhere, a situation which did not 
substantially change until the 1967 Act. In spite of this however 
there was some evidence that gynaecologists were beginning to 
change their opinions and practice to some extent prior to 1968 
in line with the altering conditions and attitudes of society.
By 1966, for example, the year prior to the introduction of 
the Abortion Act, 6,100 abortions per year were being carried out 
in N.H.S. hospitals in the United Kingdom, a rise from 1,600 in 
1960; and while it was felt by many that there was insufficient 
precision in the law for both doctors and patients, the Royal 
College of Obstetricians and Gynaecologists held that "the present 
situation commends itself to most gynaecologists in that it leaves 
them free to act in what they consider to be the best interests of 
the individual patient." The College Council (Report- Council, RCOG 
1966. p.850), held the view that the incidence of Criminal Abortion 
had been exaggerated and at the same time they emphasised the 
importance of the role of contraception and highlighted the need 
for clarification of the law relating to sterilisation. In spite 
of these views, Mr David Steel's "Medical Termination Bill" of 1966 
after considerable amendment was passed as the Abortion Act of 1967, 
coming into force on 27th April 1968.
Basically, the Act said that a person shall not be guilty of 
an offence under the law relating to abortion when a pregnancy is 
terminated by a registered medical practitioner if two medical 
practitioners are of the opinion, formed in good faith:-
a. that the continuence of the pregnancy would involve 
risk to the life of the pregnant woman, or of injury 
to the physical and mental health of the pregnant woman 
or any existing children of the family greater than if 
the pregnancy was terminated; or
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b. that there is a substantial risk that if the child
were born it would suffer from such physical or mental 
abnormalities as to be seriously handicapped.
It was this Act which was to become the basis for most sub­
sequent acts in relation to abortion especially in the English 
speaking world.
In 1970 the Royal College of Obstetricians and Gynaecologists 
published the results of a survey (The Abortion Act: 1967. p.529),
following the first year of the Act. 450 obstetricians and gynae­
cologists (80.0%) replied to 561 questionnaires. A number of 
questions asked are relevant to the present discussion giving an 
overview of attitudes among British obstetricians a decade or so 
before this Australian Survey.
The answers are set out in Table 1.
Table 1
Questions Relating to Abortion
Question
a. Do you have a conscientious 
objection to the termination
of pregnancy in all circumstances?
b. Do you favour abortion on demand?
Yes No No Answer
% % %
94 6 0
4 92 4
c."Do you think that the present law for therapeutic abortion 
should be?"
See Table 2.
Table 2
Category Question(c).
Left unchanged %28
Amended to restrict 58
Amend to extend 2
Amend to restrict and 
extend 4
No answer 9
The answers to these questions revealed at that time a generally
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conservative opinion about the Act and its implementation. There 
were a small number of consultants who held that it should be 
interpreted liberally, with 4% favouring abortion on demand. On 
the other hand there were only 6% who had a conscientious objection 
to the termination of pregnancy under all circumstances. Though 
almost 30% were clearly in favour of the present wording of the 
Act, 60% considered that the terms should be made more restrictive, 
especially in terms of "social" clauses. The great majority it 
seems, even of those who expressed the view that the law should not 
be changed emphasised that the real problem was not in the wording 
of the Act but in its implementation. Despite the clear statement 
that termination of pregnancy was legal only when two doctors 
"acting in good faith" made the decision, many agitators fostered 
the idea that it provided for abortion on demand, for economic and 
social reasons alone, and even for extramarital conception. This 
sort of interpretation clearly caused some disquiet with 92% of 
respondents not in favour of abortion on demand. It was clear from 
the data (The Abortion Act: 1967. p. 532), that only about 10% of
respondents were inducing abortion freely while the remainder were 
generally trying honestly and fairly to make the Act work.
Respondents were asked the following question
d. "How do you judge yourself in relation to other consultant 
gynaecologists?"
Table 3
Category Question (d)
%
More permissive than average 14
Less permissive than average 29
Average 54
No answer 3
After RCOG Enquiry 1970.
While it is thus clear that the majority of gynaecologists did 
not demonstrate a great rush to modify their outlook and practice to 
more than a limited extent, nevertheless there was a steady increase 
in the total number of abortions rising from approximately 6000 in
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1967 to 126,774 in 1971. As a proportion of total live births 
terminations rose in three years from 4.2% in 1968 to 10.7% in 
1970. (Unplanned Pregnancy: 1972. p.33).
What the passing of the Abortion Act did achieve then was to 
make it possible to recognise and accept openly what had previously 
been happening covertly. This sort of trend is inevitable, it seems, 
for once abortion is "legalised" in any country the attitudes of the 
public, the medical profession, the criminal abortionists and even 
the Law Courts become modified to varying degrees and at varying 
rates. It is of interest that the Royal College noted in relation 
to changing professional attitudes and opinions that reluctance to 
terminate a pregnancy without good reason was not the prerogative 
of the more senior gynaecologists with a more traditional outlook; 
less than 20% of consultants found their junior medical staff more 
permissive in their views as compared with their own views. (The 
Abortion Act: 1967. p.530). The Royal College in fact has always
regarded the induction of abortion as an unsatisfactory and undesir­
able solution to the problem of unwanted and unplanned pregnancy.
It had in fact for many years prior to the Abortion Debate of the 
mid-1960s advocated the need to provide for sex education and to 
include family planning and contraceptive advice as an integral and 
free part of the N.H.S. To prevent an unwanted pregnancy is better 
than to remove it.
Finally, in relation to the attitudes of British obstetricians 
in 1970, 80% considered that abortion should be induced only by or 
under the direction of consultant gynaecologists in the N.H.S., 50% 
considered that abortions should only be induced in N.H.S. hospitals 
and that special units should be set up under the N.H.S. for thera­
peutic abortions. However only 21% were prepared to work in such a 
unit indicating a significant difference between attitude and 
practice.
By contrast the evolution of attitudes, like the pace of legal 
change, was more rapid in the United States than in Britain. In the 
early 1960s the U.S.A. was more conservative than Britain in terms of 
medical opinion regarding abortion and at the same time had a lower 
rate of therapeutic abortions. (Potts, Diggory & Peel: 1977). In
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the next five years however the U.S. "caught up" with, overtook 
and arrived at a point not even considered possible in Britain at 
the time of the 1967 Act. Round about 1967 there was a multiplic­
ity of surveys which suddenly became as sensitive a marker of 
change as did the content of the surveys themselves. In the late 
1960s Tietze had estimated a rate of 1.9 therapeutic abortions per 
1000 deliveries. (Tietze: 1968). Eliot and colleagues confirmed 
this finding in 1967 with a rate of 2.4 per 1000 deliveries. The 
indications were strictly medical and private patients were three 
times more likely to receive an abortion than others. (Eliot et al: 
1970).
A hint of change came in 1967 with a poll by Modern Medicine 
which found that 80% of physicians favoured some degree of abortion 
law reform including half of the respondents who identified them­
selves as Catholics. (Modern Medicine: 1967).
By 1st July 1970, the new liberalised abortion law became 
effective in New York; this allowed a woman to have an abortion up 
to 24 weeks when performed by a duly licensed consenting physician. 
This law did not specify where the abortion should be performed nor 
did it set up any residency requirements. (Wassertheil-Smoller et al: 
1973. p. 144). At the inception of the law in July 1970, a 
significant majority (73%) of the obstetricians/gynaecologists in 
New York State were in favour of the law or were in favour with some 
qualifications. In the following January there had been only a very 
slight increase in average favourability - to 76%. However, at this 
level, such an increase would be predictable given that significant 
social change had already occurred. In fact the two variables which 
most strongly affected attitudes towards abortion at this time were 
religion of the physician and the region of the State in which he 
lived. The fact that region was of importance was especially apparent 
among the Catholic physicians; 50% in New York City as compared with 
29% in New York State. More important perhaps than their attitude 
towards the law was their stated willingness to actually perform 
abortions: Two out of every three gynaecologists were willing to
perform an abortion if requested. Clearly New York obstetricians 
and gynaecologists took a fairly liberal view of some of the critical
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issues involved in abortion compared with the much more conserv 
ative views of their British counterparts. This trend was further 
confirmed in the Steege survey at Yale University in 1972. (Steege: 
1972). See Table 4.
Table 4
Question Response
Agree Disagree Uncertain
% % %
Abortion is murder 9 81 10
Preserving a woman’s social & 
emotional well-being is sufficient 
reason for performing an abortion. 86 8 6
Abortion during the first three 
months of pregnancy should be 
permitted when desired by a woman 77 14 9
Abortion between the third & fifth 
months of pregnancy should be 
permitted when desired by the 
pregnant woman. 51 27 22
It is clear that the majority of respondents were in favour of 
readily available abortion as part of medical care. There was some 
reservation with regard to mid-trimester abortion; presumably in 
keeping with the generally recognised higher associated incidence 
of adverse physical and psychological side-effects.
Morton A. Silver reported on a pilot telephone survey of 226 
physicians in low income areas in Detroit, Grand Rapids, Memphis, 
and rural West Virginia. Although at the time none of these States 
had reformed or repealed their restrictive abortion laws limiting 
legal abortion to women whose lives were endangered by pregnancy, 
more than 90% favoured some form of abortion reform, either outright 
repeal of all abortion laws or liberalisation of existing statutes. 
Almost half (46%) said that they believed abortion "should be a 
matter solely between a woman and her physician with appropriate 
medical safeguards." (Silver: 1972. p.44).
A mail survey of more than 2000 Georgia doctors (Freeman & 
Graves: 1970), found that almost one half of them approved abortions 
"at the request of the patient without other qualifications."
These results tended to confirm a nationwide trend amongst doctors 
and the public in favour of liberalised abortion. That the latter
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was also true was clearly demonstrated by the results of two 
nationwide public opinion surveys. In 1971 such a survey 
of 1,700 men and women found that half of all Americans believed 
that abortion should be a matter decided solely by individual 
couples and their doctors. (Lipson & Wolman: 1972). A further 
Gallup survey in 1972 made by Planned Parenthood showed even 
greater support for this position with 57% of Americans agreeing 
with the statement, "The decision to have an abortion should be made 
solely by a woman and her physician." (Bulletin, Family Planning 
Perspectives: 1972). For the first time in such a survey a majority 
of Catholics (54%) indicated support for this position.
In the Silver survey, there was a strong relationship between 
a doctor’s desire for a change in the laws and his willingness to 
perform or refer for a legal abortion. Of those doctors who favoured 
repeal, 50% said that they would perform legal abortions and another 
45% said that they would refer patients for abortion. For the sample 
as a whole 85% of doctors questioned said that they would either 
perform (35%) or refer for (50%) a legal abortion. It is worth noting 
that in his data Silver considered that there were indications that 
a doctor’s willingness to perform an abortion may be more a matter of 
not feeling competent to do so, than of opposition to abortion itself.
Meanwhile Australia, somewhat like the United States»decided its 
abortion laws state by state. As in Britain and North America the 
late 1960s was a period of considerable public debate in Australia 
with a tendency to follow the various trends already referred to in 
those countries. In this regard it is important to examine closely 
the views of members of the Australian Council of the Royal College
of Obstetricians and Gynaecologists. These were set out in a letter 
from the then President to the editor of the Australian Law Journal 
(Meares: 1969). The point was strongly made that since gynaecolog­
ists were the ones usually called upon to make and execute decisions 
relating to abortion then their views should be heard in the current 
abortion debate. A Working Party of the College had estimated that 
the rate of therapeutic abortions was about 3 per 1,000 pregnancies 
- on 1965 figures this would amount to about 666 abortions per year.
It was clear from this that gynaecologists in Australia found that it
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was seldom that a pregnancy had to be terminated on medical grounds. 
The opinion of the Australian Council which was unanimously 
accepted on 27th September, 1968 was as follows:-
"The Australian Council of the Royal College of Obstetricians 
and Gynaecologists has considered the question of possible changes 
in the existing law in relation to abortion and has concluded that 
if there are to be changes then it is essential that the legislation 
should be uniform throughout Australia. The Australian Council of 
the Royal College of Obstetricians and Gynaecologists is opposed to 
induced abortion except when:
1. There is documented medical evidence that the continuation 
of the pregnancy may threaten the health or life of the 
mother.
2. There is documented medical evidence that the infant may be 
born with incapacitating physical deformity or mental 
deficiency.
3. At least two independent registered medical practitioners, 
one of whom is the medical practitioner performing the 
operation, have examined the patient and concurred in writing.
4. The procedure is performed by or under the supervision of 
a registered medical practitioner of required skill and 
experience in a public hospital or other approved 
institution.
It is the opinion of the Australian Council of the Royal College 
of Obstetricians and Gynaecologists, that:
5. In any alteration of the law on abortion, it should be 
specifically stated that refusal by a medical practitioner 
to terminate a pregnancy is never a culpable offence.
6. Some suitable form of notification of termination of 
pregnancy which preserves anonymity for the patient should 
be implemented.
7. Rape and incest should not, per se, be indications for 
termination of pregnancy but should be considered in 
relation to the mental and physical health of the mother.
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8. Socio-economic factors per se cannot be regarded as an 
indication for the termination of pregnancy but these 
factors, as with all medical decisions, may be considered 
when the health or life of the mother is assessed.
9. Illegitimacy is not an indication for termination of 
pregnancy.
10. Termination on demand, the sole reason being that the 
pregnancy is unwanted, is not an indication for the 
termination of pregnancy.
This opinion of the Australian Council was circulated to all 
Fellows and Members. No criticism or suggested amendments were 
received by Council so that it could be assumed that not only was 
this the unanimous opinion of the Council but it was acceptable to 
Fellows and Members in Australia. (Mears: 1969). There was 
undoubtedly in this statement a conservative element which closely 
mirrored the views expressed in London by the College Council prior 
to the passage of the 1967 Abortion Act.
An Amendment to the Criminal Law Consolidation Act was passed in 
South Australia in 1969 and, from 1970, it became possible to obtain 
a legal abortion on grounds where the indication need not be a 
medical condition endangering life, but instead, defined that the 
continuation of the pregnancy must cause more risk to health than 
its termination. The social conditions of the woman, and her family 
(if any), could be taken into account. (Godfrey: 1980). In other 
words, medical termination was considered to be legal when two medical 
practitioners were of the opinion that medical, psychiatric or foetal 
grounds applied. Apart from the exclusion of the so-called "social 
clause" the indications closely paralleled the Abortion Law in the 
United Kingdom. As in Britain, following the new Law, the number of 
legal abortions rose year by year in spite of a general downward 
trend in the number of confinements. The proportion of known preg­
nancies that were terminated by abortion increased from 6.0% in 1970 
to 15.4% in 1977 while the ratio of legal abortions to confinements 
rose from .063 in 1970 to .182 in 1977. See Table 5.
There is little doubt that the law was interpreted much more
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liberally in 1977 as opposed to 1970. In spite of this there is 
some evidence (although no factual evidence was adduced) that 
illegal abortions still occur in South Australia. (Royal Commission 
on Human Relationships: 1977. p.195).
Table 5
Abortions and Confinements in South Australia, 1970-1977
1970 1971 1972 1973 1974 1975 1976 1977
Total con-
finements 22630 23002 21871 20451 20205 19979 18975 19257
Abortions 1434 2442 2664 2845 2862 2996 3289 3499
Known
pregnancies 24064 25444 24535 23296 23067 22975 22264 22756
% pregnan­
cies term­
inated 6.0 9.6 10.9 12.2 12.4 13.0 14.8 15.4
Ratio of
abortions/
confinements .063 .106 .122 .139 .142 .150 .173 .182
After Godfrey, 1980.
Since 1970 Abortion Law Reform had been canvassed from time to 
time especially in the Commonwealth Parliament and in the Australian 
Capital Territory Legislative Assembly, but little real progress has 
been made. However there have been two important legal precedents 
which are relevant to the present discussion. In Victoria in 1969,
Mr Justice Menhennitt of the Supreme Court of Victoria, ruled that 
termination of Pregnancy was legal if the woman's physical or mental 
health was in danger. Menhennitt J. was concerned with construing 
the word "unlawfully" as it appeared in s. 65 of the Crimes Act 1958. 
The accused must have believed on reasonable grounds that the act 
done by him was (a) necessary to preserve the woman from a serious 
danger to her life or her physical and mental health (not being merely 
the normal dangers of pregnancy and childbirth), which the contin­
uance of the pregnancy would entail: and (b) in the circumstances 
not out of proportion to the danger to be averted. The conclusions 
reached were effectively the same as in Bourne's case but they were 
arrived at by a different approach. This decision in R v. Davidson 
as well as clarifying the law in terms of local Victorian statutory 
provisions became widely regarded as a most authoritative ruling.
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Meanwhile in New South Wales in the case of R v. Wald (1971) Judge 
Levine - a District Court Judge - included the acceptance of 
economic and social reasons as possibly constituting reasonable 
grounds for belief in serious danger to life or physical or mental 
health. In general this has been seen as an extension of the 
Menhennitt ruling. While these rulings are significant in the 
particular State, it has to be remembered that a District Court 
ruling ranks below a Supreme Court ruling and that neither is 
necessarily binding on a Court of another State or Territory.
The general trend in Australia then since 1970 has been for 
medical practice and legal interpretation to become more liberal. 
However this has not been the case in Queensland or the Australian 
Capital Territory when compared with most other parts of Australia.
A Private Member’s Bill in the early days of the Whitlam Labor 
Government would have permitted in the A.C.T. abortion on request 
up to twelve weeks and abortion between 12 and 14 weeks on the 
signed permission of two medical practitioners. This was soundly 
defeated in the Australian Parliament by 98 to 23 votes. The A.C.T. 
is of particular interest in that during the 1970s all legal abort­
ions were performed under the auspices of a Terminations Committee. 
(Report No 26 - Pregnancy Termination, A.C.T. Legislative Assembly). 
The Terminations Committee comprising 5 members - a Hospital Admin­
istrator, a Physician, a Psychiatrist, a General Practitioner and 
an Obstetrician and Gynaecologist. Applications to the Committee 
were submitted by two doctors in writing indicating that continuation 
of the pregnancy was likely to endanger the life or health, including 
mental health, of the mother. One certificate was to be from the 
doctor who was willing to perform the operation. The function of the 
Committee, which incidentally had no statutory basis, was to see 
that the requirements for making a termination legal were met and 
that hospital facilities were not used for the purpose of an illegal 
operation. The requirements were basically in line with the 
Menhennitt ruling. This committee system worked reasonably well but 
it was disbanded in 1980 by the Capital Territory Health Commission 
in the presumed belief that its destruction would lead to a more 
permissive situation in relation to pregnancy termination. In actual
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fact the reverse happened and a more restrictive practice resulted. 
Finally it should be noted that one thing that has favoured abortion 
in Australia has been its acceptance as a legitimate procedure which 
attracts rebate under the Medical Benefits Schedule.
Such then is the medical, legislative and historical background 
against which attitudes and practice in relation to abortion have to 
be considered. In the next chapter the attitudes and practices of 
obstetricians and gynaecologists will be considered some eight 
years after the significant legislative and judicial changes of the 
early 1970s.
Chapter 8
Abortion
Attitudes and Practice
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A series of questions were asked of respondents relating to 
various aspects of abortion. Many of the questions were based on 
the matters raised in the previous chapter, while others were based 
on identical or similar questions in other surveys.
In relation to their general approach to birth control tech­
niques, respondents were asked the following questions:-
"Birth control techniques can be used to help control the 
number, spacing and timing of pregnancies. In relation to 
the prevention of unwanted pregnancies, which one of the 
following general approaches would you regard as the most 
important?"
The responses are set out in Table 1.
Table 1.
Birth Control Category
Sexual and reproductive 
education and counselling
Provision of services to 
prevent conception.
Interruption of gestation
Support
%
51
48
1
Respondents were almost equally divided between education and 
the provision of contraception as the most important general approach 
to the problem. There was virtually no support for abortion which 
was clearly seen as the ’fallback’ situation. In respect of age 
there was no difference of view in regard to the importance of 
education. Catholics however (73%) saw education as the most 
important approach to birth control compared to non-Catholics (47%)
( X2 = 4.88 p = .02). It is clear that most Australian gynaecolog­
ists, whose basic training is to protect the foetus as well as have 
regard for the health of women, do in fact have a definite reluctance 
to place termination of pregnancy on their list of desirable solut­
ions. This is in keeping with the previously reported view of the 
R.C.O.G. Council in London that:- "To prevent an unwanted pregnancy 
is better than to remove it."
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Respondents were next asked a number of questions designed 
to assess their general attitudes to the problem of abortion.
They were first asked:-
"Do you think that a woman should be allowed by law to 
have an abortion in some circumstances?"
Approximately 90% supported the legal right of a woman to 
have an abortion in some circumstances. A similar but not quite 
identical question had been asked in the Queanbeyan and Melbourne 
Surveys in 1971. The precise question asked was:-
"Regardless of whether you, yourself, would ever consider 
having an abortion, do you think that a woman should be 
allowed by law to have an abortion in some circumstances?" 
The comparative findings are indicated in Table 2.
Table 2
Legal Right to Abortion in some Circumstances
Category R.C.O.G. Melbourne Queanbeyan
% % %
Yes 90 ■ 79 81
No 9 20 17
Uncertain 1 1 2
All considered, there is little difference of significance in 
these results. In their interpretation it must be remembered that 
the Melbourne study had a larger middle class group than Queanbeyan. 
Only 5% of Queanbeyan husbands compared with 11% of Melbourne 
husbands held professional positions. The R.C.O.G. group was 
largely male, all professionals, and the survey was done 7 years 
later by which time attitudes might reasonably be expected to have 
changed. It is clear that adamant opposition to legalisation of 
abortion was maintained by only a minority of respondents in various 
societal groups.
In respect of the 171 respondents in the 30-36 age group,
94% in the 30-39 age group, 94% in the 40-49 age group, and 89% 
of the 50-59 age group supported abortion under some circumstances.
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While the older group appeared to be marginally more conserv­
ative, this would be in large part due to the higher proportion 
of Catholics in that age group.
It had previously been shown in the United States that 
religion was an important variable in relation to attitudes 
towards abortion. In this survey it was clear that religious 
upbringing plays an important part in determining views in relat­
ion to abortion. While 97% of non-Catholics supported abortion 
in some circumstances, only 56% of Catholics did so.
( X2 = 42.18 p < .0001).
It is of passing interest that the Uniting Church group gave 
unanimous support. The equivalent proportions in Melbourne were 
respectively 90% and 65% indicating a similar sharp religious 
differential. In the Queanbeyan survey the proportions were not 
so widely separated at 88% and 81% respectively. The latter 
proportion fell to 75% when Catholic women married to Catholic 
husbands were considered. (Caldwell & Ware: 1972. p. 41).
In addition, those who considered that religion was important 
in formulating their views gave considerably less support for 
abortion (80%) as opposed to those who thought that religion was 
largely irrelevant (97%). ( y2 = 12.61 p = .0004).
In respect to frequency of attendance at religious services, 
there was little difference in view between those who attended 
once a month, festivals only or never. Ninety-seven per cent of 
this group favoured legalisation of abortion in some circumstances 
compared with 64% of those who attended weekly.
( x2 = 34.24 p < .0001).
In respect of state or territory of residence there was no 
significant difference in respondents' views while those who lived 
in cities of population greater than 100,000 did not differ in 
view from those who lived in smaller communities.
Respondents were then asked whether they thought there 
should be any law in relation to the medical termination of preg­
nancy .
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Specifically they were asked to indicate their agreement of other­
wise with the following statement
MNo law should exist in relation to abortion except that 
which is necessary to prevent non-medical personnel from 
performing termination of pregnancy."
Slightly more than half of the respondents (53.5%) considered 
that there should be no abortion laws in respect to the activities 
of medical personnel. Slightly more than one third (38%) were 
opposed while 8.5% were uncertain. There are then clearly many who 
would maintain that termination of pregnancy, like any other operat­
ion, should be a matter purely between the doctor and his patient. 
There are a number of fairly obvious reasons for this:- where a law 
allows abortion only under a restricted set of circumstances abuse 
of that law will tend to occur; doctors will inevitably show some 
sort of subjective bias in deciding whether a patient fulfils the 
legal criteria for abortion; it is virtually impossible to police a 
restrictive law; the inevitable legal debate which defines the real 
meaning of such a law is usually expensive as well as lengthy; while 
at the same time it is difficult to frame a restrictive law in a 
way that favours abortion especially where medical and social 
reasons overlap. The findings in relation to this question corres­
ponded closely to the findings in other surveys where a similar 
question was posed.
It is of interest that there were numerical differences in view 
but no trend in terms of age grouping. The minority support came 
from the 30-39 age group (45%) compared with 61% and 50% respective­
ly in the older groups. ( y2 = 3.49 p = .17). While the greater 
opposition from the younger age group does not admit of ready 
explanation it is nevertheless not inconsistent with the British 
findings "that reluctance to terminate pregnancy is not the prerog­
ative of the senior gynaecologists." The junior trainees of 1970 
were the younger consultants of 1978. (The Abortion Act: 1967 p.530).
In terms of religious upbringing there was again significantly 
more opposition to the proposition from Catholics (59%) as opposed 
to non-Catholics (34%). The former were at the same time much more
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positive in their outlook with no Catholics as compared with 10% 
of non-Catholics who were uncertain of their views.
( X2 = 5.28 p = .022).
Among those who regarded religion as important in formulating 
their views, 55% opposed the proposition in contrast to 27% of 
those to whom religion was relatively unimportant.
( x2 = 14.46 p = .0001).
In relation to church attendance there was much greater support 
for the idea of "no law on abortion" from the infrequent attenders 
(61%) as opposed to the weekly attenders (22%). ( y2 =17.09 p< .0001).
There were notable interstate differences as set out in Table 3.
In the States where the more permissive application of the law 
applies, (South Australia and New South Wales) almost two thirds of 
respondents agreed with the "no law on abortion" concept. In 
Queensland and the Australian Capital Territory where the more res­
trictive legal interpretations tend to apply less than one third 
supported the idea. ( y2 = 9.84 p = .002).
There were no significant differences in terms of size of 
community in which the respondents practised.
Table 3
Views on "no law on abortion"
Category Qld A.C.T, Tas N.T. Vic W.A. N.S.W. S.A
% % % % % % % %
Agree 28 33 40 50 55 55 63 65
Uncertain 11 17 0 0 6 6 10 20
Disagree 61 50 60 50 39 39 27 15
For a number of years termination of pregnancy under Item 6469 
of the Medical Benefits Schedule has attracted rebate from insurance 
premium contributions and Government subsidies. Respondents were 
asked whether they would support moves to restrict such subsidy to 
a certain category of termination of pregnancy. The specific 
question asked was:-
"Would you support moves to restrict the taxpayers’ funding
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of abortion under the Medical Benefits Schedule to those 
cases where the life of the mother is seriously at risk?"
The result is set out in Table 4.
Table 4
Category Support
%
Yes 26
No 55
Some control but ^
above too restrictive
It is of considerable interest that 45% of respondents consid­
ered that some restriction was desirable although only one in four 
was willing to restrict the benefit to only one category. There was 
clearly a feeling that in many cases of abortion that the person 
involved should stand their own costs; a move which would be in 
keeping with similar trends in regard to certain types of cosmetic 
surgery. It will be recalled that in the New York surveys some 75% 
favoured free abortion services, paid for by the government, for 
people who could not afford the cost of an abortion. (Wassertheil- 
Smoller et al: 1973. pp. 144-149).
In terms of age, 31% of respondents under 40 compared with 49% 
over 40 supported the restriction. ( = 4.02 p = .045). There
were also significant differences in view in terms of religious 
upbringing. Seventy-four per cent of Catholics favoured some control, 
compared to 41% of non-Catholics. ( y2 = 8*84 p = .003).
A similar trend was obvious in terms of the influence of religion. 
Sixty-three per cent of those who considered religion important in 
determining their views compared to 36% of those who considered it 
unimportant supported some restriction. ( x2 = 11.57 p = .0007).
Of the infrequent church attenders only 39% supported some 
restriction compared with 75% of those who attended weekly.
( X2 = 13.84 p = .0002). There was in fact a direct correlation 
between opposition to restriction and church attendance.
125
See Table 5.
Table 5
Category
Weekly
%
Opposition to 
restriction of ^
medical benefits.
Church Attendance
Monthly Festivals Never
% % %
43 61 84
( x2 = 27.93 p < .0001).
In terms of state of residence again there were notable 
differences with practitioners in Queensland and Tasmania giving 60% 
support compared with 25% support in South Australia. Again there 
were no differences in terms of community size.
In relation to abortion law reform respondents were asked their 
views on the desirability of uniform legislation. Specifically they 
were asked
"If changes are to be made to the existing abortion laws, 
then it is desirable that the new legislation should be 
uniform throughout Australia."
There was strong general support with 93% in favour of uniform 
abortion laws. It will be recalled that in 1968 it was official 
Australian Council, Royal College of Obstetricians and Gynaecologists, 
policy that "if there are to be changes that then it is essential 
that the legislation be uniform throughout Australia." (Mears: 1968). 
There were no differences in terms of age; however non-Catholics 
(95%) gave significantly greater support than Catholics (69%).
( X2 = 15.65 p = .0001). Again the influence of religion showed 
no difference, however in terms of church attendance there was a 
close parallel between religion and church attendance, 95% of 
infrequent attenders as opposed to 74% of weekly attenders favour­
ing uniformity of abortion laws. ( y2 = 13.11 p = .0003). The 
interstate comparisons revealed a general uniformity of view except 
for South Australia at 99% support as opposed to Queensland at 82%. 
There was no difference in terms of community size.
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Respondents were asked whether they believed that some form 
of abortion law reform was necessary in their state.
Specifically
"Do you believe that some form of reform is necessary in 
the abortion laws in your state or territory?"
It was clear that support for any sort of abortion law reform 
was far from overwhelming, respondents being equally divided in 
their views. In terms of age, religion, and religious influence 
as well as church attendance, there were no significant differences. 
This finding is of considerable interest for although half of the 
respondents favoured some reform there was a basic conservatism in 
all groups which was in keeping with the views of the R.C.O.G., i.e., 
the majority of gynaecologists in Britain could see no reason for 
change in the law pertaining in 1966. However there were interstate 
differences which are shown in Table 6. There were no differences 
in terms of community size.
Table 6
Interstate Comparison of Views on the Need for Abortion Law Reform
A.C.T. Tas Qld S. A. N.S.W. W . A . Vic
%age support 
for abortion
% % % % % % %
reform in own 
state.
83 70 61 60 49 44 38
The most support for changes came from the A.C.T., Tasmania, 
Queensland and South Australia (64%) with significantly less support 
from N.S.W., Western Australia and Victoria (44%). ( \2 = 6.01 
p = .014). It is of interest that practitioners in Queensland and 
South Australia where there tend to be restrictive and permissive 
laws respectively gave similar support for reform.
Answers to the question below are given in Table 7.
"Which of the following changes to the existing abortion laws 
would you favour?"
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Table 7
Favoured Changes to Abortion Lavs
Category- Support
More restrictive laws
Liberalisation of existing 
laws.
Complete repeal of abortion laws. 
No change
%
12
36
13
39
These findings are consistent with the answers to the previous 
question in that 49% opted for liberalisation or complete repeal 
while the remaining 51% favoured either no change or more restrict­
ive laws. Only one respondent in eight supported more restrictive 
laws. In terms of age there was no significant difference in supp­
ort for more liberal views. There was no difference between 
Catholics and non-Catholics or by influence of religion or by church 
attendance. There were some differences in views by State or Territ­
ory in terms of their own laws. Practitioners in Queensland, the 
A.C.T., and Western Australia tended toward more liberal laws than 
those currently in existence. New South Wales and Victorian doctors 
supported the current situation or more restrictive laws while South 
Australians and Tasmanians tended to be equally divided in their views.
It is clear that almost 90% of gynaecologists supported either 
the current or more permissive laws indicating that they favour 
"room to move" in relation to the management of patients desiring 
termination of pregnancy. This is in marked contrast to the views 
of their American colleagues in the early 1970s (Silver: 1972 p.43)
when 90% of doctors favoured some form of abortion law reform, either 
outright repeal of all abortion laws or liberalisation of existing 
statutes.
In respect of the actual practice of obstetrics and gynaecology 
in relation to abortion, respondents were then asked two controver­
sial but essentially practical questions
"Suppose you were consulted by a 17 year old unmarried girl 
whose unwanted pregnancy had just been confirmed; although
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there are clearly many variables involved
(a) Which of the following options would you tend to 
follow?
(b) Which option would you tend to favour if the girl 
was aged 14 years?"
The option and results are set out in Table 8.
Table 8
Attitudes towards the Management of Teenage Pregnancy
Option 17 year old 14 year old
Have the baby and
% %
adopt it out 42.5 20.0 '
Keep the baby as
a single mother 1.5 0.5
Termination of
pregnancy 42.5 71.5
Forced marriage to
the putative father 0.0 0.0
Adoption into her
parents family 2.5 2.0
Uncertain/no answer 11.0 6.0
( X2 =35.03 p < .001).
In the 17 year old group equal proportions (42.5%) favoured 
adoption or termination of pregnancy. One respondent in ten was 
troubled in some way by the question in that they were uncertain or 
failed to answer the question. There was virtually no support for 
the concept of supporting or supported mother, given the current 
strong societal trend in this regard.
The forced "shotgun" type of marriage seems to have passed us 
by, fortunately; while the "extended family" type adoption - common 
a generation or two ago - is probably, on anecdotal evidence, on the 
way back as the novelty of single motherhood wears off. Neither of 
these possibilities received any significant support.
In respect of 14 year olds, most options remained the same in 
terms of support - there was however less uncertainty in relation
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to answers (6%) as opposed to (11%) in the 17 year age group.
Single parenthood, forced marriage, and extended family adoption 
collectively received even less support with one in forty giving 
support. There was however a significant shift in support for 
termination of pregnancy as a solution from (42.5%) to (71.5%) 
while support for adoption fell significantly from (42.5%) to 
(20.0%). These findings are in keeping with what would be the 
anticipated approach of most gynaecologists to the issues involved 
given that the situation is not a simple one. While an unmarried 
pregnant girl of 17 years might pose difficult medical and social 
problems as well as difficulty for herself and her family, she is 
nevertheless relatively mature, capable of earning a living of 
some sort and does have the possibility of marriage on her side. 
Equally at this age she might be expected to take part responsibly 
in the decision making process. On the other hand at age 14 the 
circumstances are different. The girl cannot support herself, 
marry responsibly, nor in many cases fully comprehend the conse­
quences of the circumstances. In addition, because of her age, her 
parents would be much more intimately involved.
Teenage pregnancy is a relatively recent phenomenon which has 
increased steadily in incidence despite a declining birthrate in 
the general population. Up to the mid 1950s for example in England 
and Wales, fewer than 200 girls under age 16 had babies each year: 
reaching 1,743 in 1973. In that same year there were 3090 legal 
abortions in this young age group making a total of 4,833 concept­
ions. (British Medical Journal: 1976. p.545). It is of interest
to note that by 1975 the number of births had levelled out while 
the demand for therapeutic abortions had continued to rise in the 
under 16 age group, with an increase of 9% over 1974 (over the same 
period the number of abortions in all other age groups fell by 2.5%). 
(O.P.C.S. Monitor: 1976). In North America similar trends were noted 
after the relaxation of the abortion law in Canada in 1968, 
teenagers began to request abortion in increasing numbers. For 
example, of the first 500 abortions performed in the Vancouver 
General Hospital in 1970, 18% were under the age of 19; while of the 
1186 abortions performed in the Montreal General Hospital in 1972,
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20.1% were in girls under the age of 19 years, distributed as 
follows: Under 15 years - 1.8%, 15-16 years - 6.4%, and 17-18
years - 11.9%. (Upper et al: 1973. p.852).
It is perhaps relevant to put Australian teenage pregnancy in 
perspective. In a careful review of the problem and some of its 
consequences (Hepburn: 1979) concluded that out of every 100
Australian girls as they pass from age 14-19 inclusive, 7-8 will 
have an illegitimate child, 5 will marry because of pregnancy, 6 
will conceive and deliver a first or subsequent child within 
marriage and some 20 will have an abortion. Thus 40% of Australian 
girls will be pregnant before age 20.
In respect of juvenile pregnancy, 38% of the Queanbeyan group 
were against abortion for "mothers under 15". while in Melbourne 
25% of respondents were against abortions for "women less than 15 
years old." It is likely that this difference reflects the more 
urbanised values of the city; (note the corresponding proportion 
in the RCOG survey was 28.5%) as well as the use of the term 
"mother" in one survey and "woman" in the other - a somewhat less 
emotive word. In the RCOG survey the word "girl" was used.
According to Caldwell and Ware (Caldwell & Ware: 1972. p.65) the
metropolitan sample contained a larger proportion of middle class 
women who regarded juvenile pregnancy with an abhorrence not shared 
by the mass of the working classes. Conversely, he felt, the 
predominantly working class population of Queanbeyan was much more 
likely to regard 15 year olds as much more on the brink of adulthood 
than as school girls.
In respect of the 14 year old pregnancy it is relevant to note 
the increasingly earlier onset of the menarche. (Wyshak & Frisch: 
1982. p. 1033-35). There is now considerable data which documents 
a secular trend towards an earlier age of menarche especially in the 
Western World. The age of menarche has become earlier by 2-3 months 
per decade in Europe over the last 150 years; a finding which has 
been confirmed in the United States with a similar secular trend of 
2 months per decade over the last 100 years. (Zabin et al: 1979). 
This downward trend has in recent decades tended to level out at 
about 12.8 years. It is clear therefore that many if not most 14
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year olds in the Western World are highly fecund. It has been 
shown that if a woman is under the age of 15 when she first has 
sexual intercourse she is twice as likely to become pregnant in 
the first 6 months of exposure than if she is 17 or over. Almost 
10% of those under 15 become pregnant in the first month of 
exposure. The problem is not helped by the fact that not infre­
quently doctors can actually impede the interested and responsible 
adolescents’ use of contraception - the willingness of some doctors 
to prescribe the pill for teenagers has been discussed 
previously. While 91% of obstetricians and gynaecologists in this 
survey indicated that they would prescribe the pill to unmarried 
girls under 16 without parental consent, only 35% did so as a routine. 
Fifty-six per cent said that they would prescribe the pill either 
unwillingly or only if pregnancy seemed inevitable. Because of this 
element of parental consent doctors tend to be seen as being the 
friends of or of the same generation as the parents and thus either 
judgmental or not to be trusted. From the adolescent viewpoint it 
is undoubtedly the perception of the risk of pregnancy which is 
important. Beliefs about the time of the month, youth, frequency of 
sex, and a general assumption that pregnancy will not happen person­
ally to them as individuals, are all variables which are likely to 
lessen the likelihood of contraceptive usage and which could be 
influenced by proper education. Attitudes towards the problem of 
teenage pregnancy in terms of age grouping are set out in Table 9.
Table 9
Age in Relation to the Outcome of Teenage Pregnancy
30-39 40-49 50-:
Girl aged 17 years % % %
Adopt out 41 48 48
Termination 56 47 50
Girl aged 14 years
Adopt out 20 15 26
Termination 80 81 72
There was little difference in age groupings; if anything the
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younger age group was slightly more radical in view in regard to 
17 year olds while the older age group were slightly more conserv­
ative in regard to the 14 year olds. These differences were not 
statistically significant.
By contrast however there were significant differences in terms 
of religion. These differences in terms of religious upbringing, 
influence of religion in formulating views, and church attendances 
are set out in Table 10.
Table 10
Religion and the Outcome of Teenage Pregnancy
17 years 14 years
Catholic Non-Catholic Catholic Non-Catholic
% % % %
(a) Religious
upbringing
Adopt out 91 44 77 14
Termination 9 56 23 86
( x2 = 13.41 p = .0002) ( X2 = 41.36 p < .0001)
(b) Influence Important Unimportant Important Unimportant
of Religion % % % %
Adopt out 73 38 39 12
Termination 27 62 61 88
( x2 = 17.63 p < .0001) ( X2 = 16.50 p< .0001)
(c) Frequency 
of church Weekly Infrequent Weekly Infrequent
attendance % % % %
Adopt out 83 43 65 13
Termination 17 57 35 87
( X2 = 14.36 p = .0002) ( x2= 36.49 p< .0001)
It is clear that there are notable religious differences both 
within the two groups and between the two groups.
It is of interest that there are also notable differences in 
terms of state or territory of residence. See Table 11.
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Table 11
Interstate Attitudinal Differences in Relation 
to the Outcome of Teenage Pregnancy
Qld NSW Vic ACT S.A. W.A. Tas
% % % ~T~ ~T~
Girl aged 17 years
Adopt out 71 45 40 83 33 60 75
Termination 29 55 60 17 67 40 25
Girl aged 14 years
Adopt out 33 21 16 17 11 41 20
Termination 67 79 84 83 89 59 80
These differences are particularly marked in terms of attitudes to 
unwanted pregnancy in the 17 year old group but are less so in the 
14 year old group.
It is clear that the three states with the most permissive 
legislation to abortion are much more liberal in outlook in relation 
to abortion - it follows that they are more conservative in relation 
to adoption. With the 14 year old group the same trends occur but 
the differences within the group are less marked.
Table 12
Community Size in Relation to Outcome of Teenage Pregnancy
Girl aged 17 years Over 100,000 100,000 <
% %
Adopt out 47 61
Termination 53 39
( x 2 = 1-73 P = .19)
Girl aged 14 years
Adopt out 22 23
Termination 78 77
(x^ = o*o p = 1.0)
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In terms of community size there were numerical but not 
significant differences between respondents from communities of 
greater than 100,000 when compared to those of less than 100,000 
in terms of the 17 year old group. These differences disappeared 
in relation to the 14 year olds. See Table 12.
Respondents were further questioned as to their opinions in 
respect of the legislation of abortion in a series of special 
situations. Specifically, they were asked the following questions
"In your opinion should abortion be permitted by law under 
the following circumstances?
(a) If a woman is pregnant because of rape."
Similar questions had been asked some years earlier in the Melbourne 
and Queanbeyan surveys
In the Melbourne survey the question took the form:-
"Should abortion be allowed by law?
(a) If a woman had been raped."
The Queanbeyan survey was almost identical except that the 
precise question asked was:-
"Should abortion be legal if....?
(a) the woman had been raped."
The Queanbeyan survey did not ask the question relating to the 
mothers' physical health.
(a) In relation to the question relating to rape (90%) of RCOG 
respondents saw this circumstance as an indication for legal 
abortion. In the Melbourne and Queanbeyan surveys (85%) and (78%) 
respectively approved or gave doubtful approval.
(b) If there is good reason to believe that the child would be
diseased or deformed.
Of the RCOG respondents (91.5%) confirmed support for legal 
termination under these circumstances compared with (84%) and (80%) 
respectively in Melbourne and Queanbeyan.
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(c) If the child would be illegitimate.
Only (33%) of respondents regarded this as a reasonable 
indication for termination. The equivalent figures in the 
Melbourne and Queanbeyan surveys were respectively (42%) and £25%).
(d) If the pregnancy or birth was likely to endanger the 
physical health'of the mother.
Again there was substantial support from the RCOG respondents 
with (92.5%) supporting termination in this situation. The equival­
ent Melbourne proportion was (85%) while the question was not asked 
of the Queanbeyan respondents.
(e) If the parents could not reasonably support another child.
Poverty of the parents was seen as an indication by only half 
of the respondents (52%) indicating only limited support for the 
Levine directive. The corresponding Melbourne and Queanbeyan 
support was (55%) and (31%).
(f) If the woman was less than 15 years old.
Three quarters of respondents supported termination of 
pregnancy in the 14 year old - a finding consistent with the results 
previously reported. See Table 13. The Melbourne and Queanbeyan 
proportions were (66%) and (54%) respectively compared to (76%) in 
the RCOG survey.
(g) If the pregnancy or birth was likely to endanger the mothers' 
mental health.
In spite of the controversy that arises in relation to mental 
health and the possible abuse associated with this option, (85.5%) 
supported termination in this situation. The equivalent Melbourne 
and Queanbeyan proportions were (83%) and (79%). It will be recalled 
that the point was well made by the RCOG in London in 1966 that:-
"Psychiatric indications for therapeutic abortion can be 
exaggerated and some gynaecologists do not accept them as 
readily as others. Nevertheless, suicide following refusal 
by a doctor to terminate pregnancy for alleged psychiatric 
indication is an extremely rare event."
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(h) If the woman asks for an abortion.
Only slightly more than one in four (28%) saw abortion on 
request or demand as a reasonable indication. The Melbourne and 
Queanbeyan surveys revealed similar views:- (27%) and (17%) 
respectively.
Five other circumstances were included in the RCOG survey 
which were not asked in the other surveys, so that no comparison is 
possible. The results are summarised in Table 13.
Table 13
Support for Abortion
Circumstances Support
%
If the woman is over the age of 40. 59.5
If the woman is over the age of 45. 73.0
If the woman is pregnant within six
months of her last confinement. 24.0
If the woman is pregnant following an
unsuccessful sterilising operation. 74.0
Simply by failed contraception. 42.5
In regard to the special circumstances considered it is easy 
to construct a hierarchy of acceptability of grounds for legalised 
abortion commencing with the most acceptable, viz. physical health 
deformity or disease of the child, rape and mental health. These 
were opposed by approximately one in ten respondents.
Approximately three quarters of respondents saw early adoles­
cence , age over 45 years, and failed sterilisation as reasonable 
grounds for abortion while about equal numbers either supported or 
opposed termination on the grounds of economics, age over 40 years, 
and genuine failed contraception.
There was little support for illegitimacy as such, pregnancy 
within six months of the previous pregnancy, and abortion at the 
request of the woman. At least two thirds of respondents were 
opposed to legal abortion in these categories.
Of the 13 circumstances considered it is clear that there was
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majority support in nine that abortion should be permitted by law.
The other four circumstances were opposed by the majority viz. 
illegitimacy, abortion on demand, failed contraception and preg­
nancy within six months.
It is clear, and this has certainly been shown in other sur­
veys (Caldwell & Ware: 1972. p.69) that it does not follow that
respondents who reject abortion on the more commonly accepted 
grounds must necessarily be opposed to abortion on the less accept­
able grounds. Those who accept abortion on the grounds of physical 
ill health for example are not necessarily the same ones who would 
accept it on the grounds of mental health. These variables in the 
hierarchy of responses obviously reflect the differing value 
criteria of the respondents, e.g., for some it is likely that the 
welfare of the child is pre-eminent while others would place greater 
emphasis on the welfare of the mother. In spite of these variat­
ions in the value systems within differing populations over time, 
there is a surprising consensus within the hierarchical order.
Almost without exception the same order of agreement applies in the 
three Australian surveys in spite of the temporal, spatial and 
class differences.
Besides the hierarchy in terms of grounds for abortion, there 
is in addition a second hierarchy in terms of time for surveys in 
different parts of the world. Over the last two decades there has 
been a clear persistent and upward trend favouring legalised abortion 
on all counts which commenced even before the Abortion Act in 1967.
Table 14
Opinions on the Legalisation of Abortion in Eight Special Cases
Yes or No or Uncertain
Doubtful Yes Doubtful No No Response
Rape % % %
R.C.O.G. 1978 90 9 1
Melbourne 1971 85 12 3
Queanbeyan 1970 78 15 7
Australia 1967 55 45 0
U.S.A. 1965 52 42 6
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Table 14 (continued).
Yes or No or Uncertain
Doubtful Yes Doubtful No No Response
% % %
2. Deformity
R.C.O.G. 1978 91 8 1
Melbourne 1971 84 14 2
Queanbeyan 1970 80 12 8
Australia 1967 57 43 0
U.S.A. 1965 50 46 4
U.S.A. 1969 - 41 -
3. Illegitimacy
R.C.O.G. 1978 33 64 3
Melbourne 1971 42 56 3
Queanbeyan 1970 ) 25 67 8
U.S.A. 1965 25 67 8
4. Physical Health
R.C.O.G. 1978 92 7 1
Melbourne 1971 85 12 3
Queanbeyan 1970 - - -
Australia 1967 61 39 0
U.S.A. 1965 89 11 0
U.S.A. 1969 - 14 -
5. Economic
R.C.O.G. 1978 52 45 3
Melbourne 1971 55 42 3
Queanbeyan 1970 31 60 9
Australia 1967 24 76 0
U.S.A. 1965 11 89 0
U.S.A. 1969 - 68 -
6. Mental Health
R.C.O.G. survey 89 9 2
Melbourne 1971 83 15 2
Queanbeyan 1970 79 15 6
139
Table 14 (continued).
Yes or No or Uncertain
Doubtful Yes Doubtful No No Response
Woman Under 15
% % %
R.C.O.G. 1978 76 23 1
Melbourne 1971 66 29 1
Queanbeyan 1970 54 38 8
On Demand
R.C.O.G. 1978 28 68 4
Melbourne 1971 27 70 3
Queanbeyan 1970 17 73 10
U.S.A. 1965 8 91 1
U.S.A. 1969 — 88 —
The Australia 1967 and the U.S .A. surveys asked different but
approximately equivalent questions.
Australia 1967 from D. Chappell and P. Wilson "Public Attitudes 
to the Reform of the Law Relating to Abortion and 
Homosexuality" Australian Law Journal 42, August 
30, 1968 pp. 120-27.
Sample of 550 males and 495 females.
U.S.A. 1965 from C. Westoff, E. Moore, N. Ryder "The Structure 
of Attitudes toward Abortion" Milbank Memorial 
Fund Quarterly January 1969, pp. 11-37.
Sample of 5,500 women.
U.S.A. 1969 from J. Blake "Abortion and Public Opinion: The 
1960-1970 Decade" Science. 12 February 1971
Sample of 908 women.
In regard to the various circumstances considered in relation 
to abortion, Age proved to be an important variable. In all 
instances there was numerical increasing support with decreasing 
age in all thirteen situations. (Table 15).
140
Table 15 
Influence of Age
Category Age Grouping
30-39 40-49 50-f>9 xi P =
% % %
Rape 98 94 87 4.82 .09
Child Deformed 98 94 89 3.48 .175
Illegitimacy 50 39 26 6.33 .042
Physical Health 98 94 93 1.52 .468
Economic grounds 67 57 46 4.33 .115
Woman under 15 84 84 71 3.92 . 14
Mental Health 96 93 87 2.72 .256
Woman over 40 69 64 57 1.42 .49
Woman over 45 83 78 70 2.5 .286
On request 42 29 18 6.88 .032
Pregnant within 6 months 35 25 21 2.67 .264
Failed sterilisation 84 84 72 3.09 .214
Failed contraception 60 45 35 6.58 .037
However these differences were statistically significant in 
respect of three categories only, and even then the differences were 
marginal:- Illegitimacy ( x2 6.33 p = .042); Abortion on 
request ( y2 = 6.88 p = .032) and Failed Contraception ( \ 2 = 6.58 
p = .037). In these three categories the significantly greater 
support was from the younger obstetricians.
In terms of religious upbringing there were clear and consistent 
differences in attitude between Catholics and non-Catholics.
While there were clear numerical differences in all categories 
these differences were not statistically significant in respect of 
Abortion on request ( y 2 = .935 p = .33); pregnancy within six 
months of delivery ( x2 = 2.29 p = .13); and failed contraception 
( x2 = 3.1 p = .078). In all other categories the differences 
were highly significant except in relation to Illegitimacy where the 
statistical significance was marginal ( y 2 = 4.29 p = .038).
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Table 16
Influence of Religious Upbringing
Category Catholic
%
Non-Catholic
%
xi P_
Rape 48 98 63.3 < .0001
Child Deformed 52 99 66.94 < .0001
Illegitimacy 15 37 4.29 = .038
Physical Health 59 99 53.24 < .0001
Economic 22 59 11.0 = .0009
Woman under 15 26 85 43.29 < .0001
Mental Health 50 97 54.03 < .0001
Woman over 40 33 65 8.56 = .003
Woman over 45 37 81 20.89 < .0001
On request 19 31 .935 = .333
Pregnant within 6 months 11 27 2.29 = .13
Failed sterilisation 39 82 21.6 < .0001
Failed contraception 26 46 3.1 = . 078
While it is clear that there were very significant differences 
in attitude between Catholics and Non-Catholics, there was no 
difference noted between Anglicans and those brought up as Method­
ists, Presbyterians and Congregationalists - the Uniting Church.
Two other variables closely related were the influence of 
religion in formulating their views as perceived by respondents and 
their frequency of attendance at religious services. Again there 
are clear and significant differences in attitude. See Tables 17 & 18.
In all categories in respect of church attendance the differ­
ences in view between weekly and infrequent attenders were highly 
significant except in respect of the category - Pregnant within six 
months of delivery. Here the difference was borderline ( y2 = 3.62 
p = .056). In respect of the influence of religion in formulating 
views, the difference in view between those who thought religion 
important or of little importance were highly significant except in 
regard to Abortion on request, while statistically significant, the
finding was marginally so compared to the other categories. 
( X2 = 5.11 p = .023).
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Table 17
Influence of Religion
Category Important
%
Not Important 
%
xi £_
Rape 76 99 25.51 < .0001
Deformed Child 80 99 19.65 <.0001
Illegitimacy 15 46 17.39 < .0001
Physical Deformity 83 99 15.88 <.0001
Economic 29 67 24.36 < .0001
Woman under 15 58 88 21.17 <.0001
Mental Health 77 98 21.13 < .0001
Woman over 40 34 75 30.68 <.0001
Woman over 45 56 85 18.30 < .0001
On request 19 36 5.11 = .023
Pregnant within 6 months 9 34 14.31 =.0002
Failed sterilisation 61 86 23.43 < .0001
Failed contraception 21 56 20.42 < .0001
Table 18
Attendance at Church.
Category Weekly
%
Rarely
% xi P_
Rape 58 98 51.12 < .0001
Deformed Child 58 100 66.41 < .0001
Illegitimacy 12 39 7.71 = .005
Physical Deformity 64 100 56.18 < .0001
Economic 23 61 14.83 =.0001
Woman under 15 37 86 35.34 < .0001
Mental Health 56 98 54.18 < .0001
Woman over 40 17 70 31.07 < .0001
Woman over 45 40 82 25.10 < .0001
On request 9 34 7.82 = .005
Pregnant within 6 months 11 28 3.62 = .056
Failed sterilisation 44 84 13.92 =.0002
Failed contraception 17 50 11.05 =.0009
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In terms of State of residence no significant differences 
in attitude were noted in regard to such circumstances as Rape, 
Deformity, Physical Health, Failed Sterilisation, Mental Health,
Over 40 and Over 45.
Queensland respondents however differed markedly in their 
attitudes in relation to Economic Factors, Under 15 age group, to 
a slightly lesser extent, but particularly in relation to On 
Demand, Illegitimacy, Pregnant Within 6 Months of Previous Pregnancy 
and Failed Contraception. There were no significant differences 
in outlook among respondents from the other Australian States in 
relation to these. In terms of support for the 13 circumstances, 
Queenslanders were especially conservative in terms of the bottom 
of the hierarchy. In respect to the last four, Queenslanders were 
three times less likely to give support. The trend which is a 
gradual one is indicated in Table 19.
Table 19
Comparison of Queenslanders with the rest of Australia
Rest of
Cacegory Queensland
%
Australia
%
Physical Health 93 94 .0000 = 1.0
Deformity of Child 93 92 .0000 = 1.0
Rape 93 91 .0000 = 1.0
Mental Health 93 91 .0000 =r 1.0
Under 15 years 63 79 2.70 = .10
Failed sterilisation 73 77 .033 = .85
Over 45 years 63 76 .54 = .21
Over 40 years 52 62 0.64 = .42
Economic 33 56 4.28 = .03
Failed contraception 15 48 9.08 = .002
Illegitimacy 12 38 5.74 = .016
On demand 11 32 3.99 = .04
Pregnant within 6 months 7 27 3.98 = .04
There were no significant interstate differences except in 
respect of Queenslanders. When compared with the rest of Australia, 
Queenslanders held significantly different views in respect of five
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categories:- Failed Contraception ( y2 = 9.08 p = .002), 
Illegitimacy ( y2 = 5.74 p = .016), Inability to Support - 
Economic ( y2 = 4.28 p = .03), Abortion on Demand ( y2 = 3.99 
p = .04), Pregnant within 6 months of Delivery ( y2 = 3.98 
p = .04).
It is clear from the data that there is little place in the 
northern state for what might be considered the more "frivolous" 
indications for abortion. Hence the existence of a body called 
Children by Choice which arranged for Queenslanders to be flown to 
Sydney for pregnancy termination. A similar body called the 
Abortion Counselling Service was also set up in the Australian 
Capital Territory to serve a similar function, it is tempting to 
wonder whether similar attitudes might prevail there. While the 
numbers of respondents are small this does not seem to be the case 
with two exceptions:- In the situation where the parents are unable 
to support another child, i.e., Economic, the A.C.T. attitudes 
paralleled those of Queensland. There was no support at all in the 
A.C.T. for abortion at the request of the woman. In all other 
circumstances attitudes in the A.C.T. did not differ from the rest 
of Australia.
It is worth noting in passing that the numbers of abortions 
performed on A.C.T. residents in 1976 should have been about 490. 
(Reform No 26. ACT Legislative Assembly: 1978). In actual fact 
about 180 "legal" abortions were performed in the A.C.T. that year, 
most of the remainder would have been performed in Sydney. The 
attitudes of the local gynaecologists is undoubtedly a factor but 
it is clear that there are others. These undoubtedly include the 
proximity to relatively easily obtained abortion in Sydney, the fact 
that abortion law in the A.C.T. has never been clarified - the 
Menhennitt and Levine directives might not necessarily apply, as well 
as a relative lack of anonymity since all abortions must be performed 
by law in one or other of the two Capital Territory Health Commission 
hospitals.
The various attitudes held in relation to legal abortion based 
on the frequency of attendance at religious services were divided
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into Catholic and non-Catholic. The findings are as follows:-
1. Rape
The majority of Catholics who attended church weekly (76%) 
were opposed to legislation while 90% of those who attended 
monthly or less supported legal abortion. ( y2 = 8-62 p = .003).
By contrast, non-Catholics, whether they attended church 
regularly or not gave greater than 90% support to legal terminat­
ion in respect to pregnancy due to rape.
2. Child Deformed
In respect to Catholics a similar pattern emerged: 76% of
weekly church attenders were opposed to abortion while 100% of 
monthly attenders favoured abortion in this situation.
( x2 = 11-84 P = -006).
Again in excess of (90%) of non-Catholics whether weekly or 
monthly attenders, supported abortion for a deformed child.
3. Physical Health of Woman
Sixty-five per cent of Catholics who attended church weekly 
again were opposed while among monthly attenders, 100% supported 
termination on the grounds of physical health. ( y2 = 8.24 
p = .004).
Again in respect of non-Catholics, more than (90%) supported 
termination irrespective of frequency of church attendance.
4. Mental Health of Woman
The majority of Catholics who attended church weekly (76%) 
were opposed to legislation while 100% of those who attended 
monthly or less supported legal abortion. ( yz = 17.10 p = .0002).
By contrast, non-Catholics whether they attended church 
regularly or not gave greater than 84% support to legal termination 
for the mental health of the woman.
5. Woman under 15 years.
Eighty-eight per cent of Catholics who attended church weekly 
were opposed to termination while 50% of those who attended monthly 
or less supported legal abortion but this was not a statistically 
significant difference. ( y2 = 3.00 p = .08).
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Sixty-one per cent of weekly non-Catholic attenders gave 
support compared with 88% of monthly attenders.
( y2 = 7.17 p = .007).
6. Failed Sterilisation
The majority of Catholics who attended church weekly (76%) 
were opposed to legalisation while 70% of those who attended monthly 
or less supported legal abortion. ( X2 = 7.54 p = .02).
Sixty-seven per cent of non-Catholic weekly attenders as 
opposed to 85% of monthly attenders supported termination but tnis 
was not a statistically significant difference.
7. Woman over 45 years
There were clear numerical differences among Catholics in that 
76% of weekly attenders opposed abortion while 60% of monthly 
attenders supported termination. These differences however were not 
statistically significant. ( y2 = 2.19 p = .13).
Fifty-three per cent of weekly non-Catholic attenders supported 
termination compared with 84% of monthly attenders.
( x2 = 15.87 p = .0004).
8. Woman over 40 years
Eighty-two per cent of weekly Catholic attenders opposed 
termination in this situation while 60% of monthly attenders gave 
support. This was of borderline significance. ( X2 = 3.35 p = .06).
In respect of non-Catholics, there were significant differences. 
Twenty-nine per cent of weekly attenders opposed abortion while 71% 
of monthly attenders supported termination. ( X2 = 27.39 p< .0001).
9. Parents Unable to Support
Ninety-four per cent of Catholics who attended weekly were 
opposed to termination while 50% of monthly attenders supported 
legal abortion. ( X2 = 4.76 p = .02).
Among non-Catholics, 61% of weekly attenders opposed abortion 
while 61% of monthly attenders supported abortion. This was not 
statistically significant.
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10. Failed Contraception
Eighty-eight per cent of Catholics who attended weekly church 
services were opposed to termination while 50% of monthly attenders 
supported abortion but this was not statistically significant.
( X2 = 3.0 p = .08 ).
Seventy-four per cent of non-Catholics who attended weekly 
were opposed to termination while 50% of monthly attenders were in 
favour. ( x2 = 12.54 p = .001 )
11. Illegitimacy
For Catholics there was no significant difference; both 
infrequent attenders (70%) and weekly attenders (94%) were opposed.
Among non-Catholics, 40% of monthly attenders as opposed to 
19% of weekly attenders were in favour. ( \2 = 11.36 p = .003 ).
12. On Demand
In this circumstance, there was no statistically significant 
difference in the Catholic group - 60% of infrequent attenders 
and 88% of weekly attenders were opposed.
A similar situation applied in the non-Catholic group with 
(65%) and (89%) respectively opposed. In this case the differences 
were significant. ( \2 .=7.42 p = .02 ).
13. Pregnant within 6 months.
Catholics opposed this circumstance irrespective of church 
attendance - (80%) of monthly and (94%) of weekly attenders 
respectively. The equivalent non-Catholic proportions were (71%) 
and (84%) respectively. These differences were no statistically 
significant.
Several opinion questions were posed to gauge the attitudes 
of respondents to various aspects of abortion.
The responses to these questions are set out in Table 20.
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These questions were presented in random order with the response 
categories "Strongly Agree", "Agree", "Uncertain", "Tend to 
Disagree", "Strongly Disagree." None of the seven items had more 
than 45% of respondents in any single answer category and most 
items in fact showed a fairly broad spread of responses against 
all categories. (See Table 20).
Table 22
Factor Analysis and Item Analysis of Attitude Scales
Attitude to Abortion First Principle Item CorrectedFactor Loading Total Correlation
Termination of pregnancy 
should be a matter which 
concerns only the woman .57
& her doctor.
Except in emergency, term­
ination of pregnancy should 
(A) not be permitted without the
written agreement of another .54
doctor.
Abortion should not be allowed 
without the considered opinion 
(A) of a statutory panel, referee .65
or termination committee.
Doctors have tended to exagg­
erate the dangers of abortion 
in the first trimester. .45
Termination of pregnancy up
to 12 weeks can be performed
safely in free-standing clinics. .62
Birth control technology cannot 
(A) in the future continue to ignore
the legal rights of the foetus. .63
No law should exist in relation 
to abortion except that which is 
necessary to prevent non-medical 
personnel from performing .54
termination of pregnancy.
*.50
*.46
*.30
*.53
*.48
(A) Coded 1 = "Strongly Disagree" to 5 = "Strongly Agree". All 
other coded 1 = "Strongly Agree" to 5 = "Strongly Dosagree."
* ( p < .001 )
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Principal factor analysis with varimax rotation of the 
product-moment correlation matrix (Table 21) among these seven 
questions showed moderate to high loadings of all questions on the 
first factor (Table 22) which accounted for 41% of the original 
total variance, demonstrating that these questions clearly relate 
to a single core attitude to abortion. The questions were then 
combined into an additive scale and item-corrected total correlations 
were computed. See Table 22.
Alf of these coefficients in Table 22 were substantial ( p < .001), 
and the Alpha reliability coefficient was 0.76. The scale scores 
were normally distributed ( p > 0.15). See Table 23.
Table 23
Characteristics of Abortion Attitude Scale
Minimum 7
Maximum 34
Mean 19.9
Standard Deviation 6.0
Median 19.3
Skewness 0.19
Kurtosis -0.37
For the Abortion Scale, scores on individual items were such that, 
when summed, the overall scale score was high for individuals opposed 
to abortion and low for those not opposed. Thus a person with a low 
score tended to agree that 'Terminations of pregnancy should be a 
matter which concerns only a woman and her doctor'; that 'No law 
should exist in relation to abortion except that which is necessary 
to prevent non-medical personnel from performing terminations of 
pregnancy! etc. (with the proviso that the sense of the items marked 
(A) in Table 22 is reversed to correspond with the other statements). 
A person with a high score on this scale tended to have the opposite
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opinions on these questions. Since the higher a person scored the 
more opposed he was to abortion, this was termed the ’Anti-Abortion’ 
scale.
Within the survey there were several other questions against which 
this scale could be validated. For example, doctors who thought 
that abortion should not be permitted by law under any circumstances 
had a higher mean Anti-Abortion Score than the remainder.
( p < 0.001 ).
Those who favoured making abortion laws more restrictive had a 
higher mean Anti-Abortion Score than those who favoured liberal­
isation, ( p < 0.001 ) who in turn had a higher mean score than those 
who favoured repeal of all abortion laws ( p < .001 ). The later 
it was thought that an embryo or foetus achieved the status of human 
being, the lower the mean Anti-Abortion score. For 'At Fertilisation’ 
the mean was 24.0; ’At 12 Weeks’ 18.5; and ’At Birth* 15.4.
( p < 0.C001 ;. From these findings there were strong grounds for 
assessing the current validity of this scale while the substance of 
the individual items attest to its content validity.
Data were obtained as previously indicated on several demographic 
and social background variables including age, sex, number of sib­
lings, socio-economic status of family of origin (Jones et al), 
parent's number of siblings, country of birth, religious denomination, 
whether the doctor's secondary education had been in a public school, 
and the preceived importance of religion in forming the respondent’s 
current views.
Correlation analysis showed that older doctors were more opposed to 
abortion than younger doctors ( r = 0.15, p < 0.05). Catholics were
more opposed to abortion than non-Catholics, ( p < .0001) and those
who had received most of their secondary education in Catholic schools 
were more likely to oppose abortion, ( p < 0.01). Those for whom
religion had been an important formative influence were more likely 
to oppose abortion ( p < 0.001) than those for whom religion had
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been irrelevant. The Anti-Abortion scale was positively related 
to number of siblings ( r2= 0.19 p < 0.01), but no other relat­
ionships were found with background factors. Multiple regression 
analysis was used to determine whether these background factors had 
independent effects on the attitude to abortion. It was found that 
perceived influence of religion had the strongest influence, followed 
by a Catholic upbringing, then by number of siblings, no other 
factors having any independent effect. See Table 24.
Table 24
Influence of Social and Demographic Background on 
Attitudes to Abortion
{Standardised Partial Regression Coefficients }
Category Anti-Abortion Scale
Age 0.08
**Religion 0.24
(Catholic = 2) 
(Non-Catholic = 1)
**Influence of Religion 0.35
(Very Important = 4)
to
(Not Relevant = 1)
*Number of Siblings. 0.10
Coefficient of Determination (r2) 0.28
* p < .05 * * p < .01
As well as these background factors several demographic and social 
variables relating to the doctors’ current situation were examined 
for relationships with the attitude measure. These included marital 
status, whether the doctor was salaried or self-employed, the size 
of the town or city where the doctor resided, frequency of attendance 
at religious services, and political party preferences.
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It was found that the more frequently a doctor attended religious 
services the more opposed he was to abortion ( p < .0001 ) and 
Liberal ( = conservative) voters held stronger anti-abortion attit­
udes than supporters of the Labor Party or other political groups 
( p < .02 ). No further associations were found between the
attitude scale and other socio-demographic variables relating to 
the doctors' current situation.
Multiple regression analysis combining the background variables which 
were shown to have independent effects on attitude to abortion and 
current situation variables in the one regression model showed that 
present regular attendance at religious services was the most import­
ant predictor of attitude to abortion while the impact of background 
variables decreased. See Table 25.
Table 25
Influence of Socio-demographic Background and Present Situation 
on Attitudes to Abortion.
{Standardised Partial Regression Coefficients}
Category Anti-Abortion Scale
Religion
(Catholic = 2) 
(Non-Catholic = 1)
Influence of Religion
(Very Important = 4) 
to
(Not Relevant = 1) 
Number of Siblings
**0.18
**0.18
*0.12
Attendance at Religious Services
(Regularly = 4) 
to
(Never = 1)
**0.32
Political Preference
(Labor or other = 1) 
to
(Liberal = 2)
0.09
Coefficient of Determination (r2) 0.36
* p < 0.05 ** p < 0.01
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This analysis confirms the significance of background and present 
situation variables in determining attitudes to abortion but also 
shows that the doctor’s current religious observance is more import­
ant than factors from his family and religious background. The fact 
that religious observance and influence variables have independent 
effects on attitudes to abortion shows that being religious, whether 
Catholic or not, is of greater significance than simply being Catholic.
While 53% of respondents felt that there should be no law restricting 
termination of pregnancy and almost two thirds (64%) felt that 
termination should be like any other operation in that it was a 
matter between the woman and her doctor, it is of interest that a 
majority (53%) agreed that generally termination of pregnancy 
required the written agreement of another doctor. This view no doubt 
reflects the existing law but it might also reflect an awareness 
of the need for inbuilt safeguards in the system to prevent abuse.
These attitudes are in no way inconsistent, for when the idea of a 
statutory panel was posed, 76% tended to disagree with the suggestion 
that the additional opinion of more than one doctor was necessary.
It was felt quite strongly that doctors have not tended to exaggerate 
the dangers of abortion while about equal proportions supported and 
opposed the safety of abortion in the non-hospital situation. A 
question relating to the legal rights of the foetus evoked a certain 
amount of uncertainty but the remainder were almost equally divided 
on whether or not such rights could be ignored in the future in 
relation to birth control technology generally.
It is however easy to be a sideline abortionist, and there are 
many of them in the community. In professional terms however there 
is often a considerable hiatus between opinion and action. With this 
in mind respondents were asked:-
”In your practice how frequently do you perform termination 
of pregnancy?”
189 respondents gave positive answers, the results are shown in 
Table 26.
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Table 26
Frequency of Performance of Termination of Pregnancy
Category %age
Fairly frequently 26
Occasionally 39
Rarely 23
Never 12
Eighty-eight per cent of respondents, then, indicated that they 
actually do perform termination of pregnancy. It will be recalled 
that a similar proportion of 90% in an earlier question supported the 
legal right of a woman to have an abortion under some circumstances. 
However only one in four carried out abortion with any degree of 
frequency, while only one in eight did not perform abortion at all. 
The majority, over 60%, indicated that they operated to terminate 
pregnancy only occasionally or rarely.
There being no comparable Australian data from a decade 
previously, it is of interest to draw a comparison with the findings 
reported by the RCOG in the United Kingdom in 1970. (The Abortion 
Act 1967: 1970. p.531) See Table 27.
Table 27
Comparative Frequency of Termination of Pregnancy
Number of R.C.O.G., U.K. R.C.O.G., U.K. R.C.O.G., Aust
Terminations 1967-68 1968-69 1978
% % %
More than 50 10 32 25
20-49 27 37 39
Less than 20 58 28 23
None 5 3 12
It is clear that in spite of seemingly liberal attitudes,
the trend is for a relatively small number of gynaecologists to carry
out a large number of the abortions, a small minority do none while 
the large intermediate group try basically to help their patients 
given the various legal and personal constraints and community 
pressures. It would seem clear from the available data that the
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great majority of gynaecologists have modified their views and 
practices to a limited extent only over the last decade or so.
In terms of age groupings the 30-39 and the 40-49 cohorts 
were numerically two to three times more likely to terminate preg­
nancy frequently as opposed to the 50-59 age group, while the 
40-49 and the 50-59 groups were three times more likely not to 
perform abortion than the 30-39 age group. See Table 28.
Table 28
Frequency of Termination of Pregnancy in Age Groupings
Category 30-39 40-49 50-'
% % %
Fairly frequently 37 31 14
Occasionally 41 37 46
Rarely 18 21 27
Never 4 12 13
( X2 = 4.92 p = .138).
In terms of the influence of religion, (8%) of those brought up 
as Catholics compared to (28%) non-Catholics performed abortion 
fairly frequently, while 72% of Catholics compared with only 3% 
of non-Catholics never performed abortion. ( \2 = 96.72 p< .0001).
In terms of the influence of religion and its importance in 
the formulation of attitudes the main effect was in relation to 
respondents who never performed abortion; only (6%) of those for 
whom religion was largely irrelevant compared to (23%) who regarded 
religion as important. ( y2 = 14.36 p = .002).
Frequency of church attendance proved to be a sensitive indic­
ator of willingness to perform abortion. None of the weekly attend- 
ers at all performed abortion with any degree of frequency compared 
to (31%) of infrequent attenders. These differences were less marked 
in the occasional or rarely categories where the coresponding 
proportions were (29%) and (41%) for the former and (24%) and (23%) 
for the latter. Only (5%) of the infrequent attenders compared 
with (47%) of the weekly attenders never performed abortion.
( x2 = 52.69 p < .0001).
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These results are set out in Table 29.
Table 29
Frequency of Termination of Pregnancy -■ Religion
Category Frequently Occasionally Rarely Never
% % % %
Religion
Catholic 8 16 4 72
Non-Catholic 28 43 26 3
( X2 = 96.72 p < .0001)
Influence of
Religion
Important 22 29 26 23
Not Important 28 44 22 6
( X2 - 14.36 p = .002)
Church Attendance
Weekly 0 29 24 47
Monthly 31 41 23 5
( X2 = 52.69 p < .0001).
It is clear that religious upbringing and frequency of church
attendance are most important variables in determining the actual
practice of abortion.
We have previously noted that state or territory of residence 
is an important variable in relation to attitudes to abortion.
It might be expected that a similar situation might exist in relation
to the practice of termination of pregnancy. See Table 30,
Tablei 30
Frequency of Termination of Pregnancy - State
Place of 
Residence Frequently Occasionally Rarely Nev<% % % %
Rest of Australia 25 39 24 12
Queensland 4 32 57 7
South Australia 37 52 0 11
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The two States which differed numerically from the Australian 
average were Queensland and South Australia. Queensland probably 
the least permissive State in terms of abortion laws, ran true to 
form with only (4%) of respondents who performed abortions with any 
degree of frequency and over (60%) who performed abortions rarely 
or never. This compares with the Australian equivalent of (25%) 
and (36%) respectively. By contrast the least restrictive State in 
terms of abortion laws was by far the most permissive in terms of 
the practice of abortion. More than one third of South Australian 
gynaecologists (37%) performed termination of pregnancy fairly 
frequently, (52%) occasionally and only (11%) rarely or never. The 
remaining State and Territories did not differ significantly from 
the national average.
Community size in which respondents live has not proved to be 
a notable variable in terms of attitudinal differences. In general 
the same overall trend is evident in relation to the performing of 
abortion while twice the proportion in the larger community did not 
perform abortion a much higher proportion in the smaller community 
did so only rarely. When these two categories are combined there 
is no difference of significance. See Table 31.
Table 31
Frequency of Termination of Pregnancy - Community Size
Community
Size Frequently Occasionally Rarely Never
% % % %
Greater than 
100,000 26
66%
40 20 14
34%
Less than 
100,000 23
60%
37 33 7
40%
In this chapter, attitudes and practice in relation to abortion 
have been comprehensively considered. In relation to both of these, 
age, religion and State of residence have been shown to be important 
variables in varying circumstances. Of particular importance in
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this regard is the frequency of attendance at religious services.
Two matters are of particular interest - the first is the consensus 
between the views of different groups in Australia in spite of 
differences in terms of sex, geographical location and social class. 
Secondly, in terms of time, there has been a persistent decline 
generally in opposition to further legislation in favour of abortion 
throughout the English speaking world, especially in Australia where 
the most comparable data are available. Nevertheless, it is clear 
that Australian gynaecologists are basically conservative.
Chapter 9
Abortion When Does Life Begin?
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It is a basic conviction of many who oppose abortion that it 
involves the ending of a human life. Certainly from the early 
years of the Christian era, the Church has frequently insisted that 
the destruction of the foetus is a form of homicide. (Atkinson:
1977. p.ll). On the other hand there are many who believe 
that it is a woman’s right to choose to control her own fertility 
and, that if she chooses abortion as the appropriate method, then 
that is her right and proper medical facilities should be available 
to carry it out. (Abortion Counselling Service: 1978. p.3).
Clearly these are both absolutist positions and as such neither 
can be completely right. As the foetus is not in a position to 
present its own case it is important that its interest in life be 
acknowledged.
The idea of justice in relation to prenatal life is relatively 
new and its consideration is only now becoming possible because of 
technological advances that enable intervention in and a social 
appreciation of foetal life as worthy of protection. (Shelp: 1981. 
p. ix). "Injuries to Unborn Children" for example, was the subject 
of a Law Commission Report to the Parliament by the Lord High 
Chancellor of Great Britain in 1974 following a request from Lord 
Hailsham to advise what the nature and extent of civil liability for 
antenatal injury should be. (The Law Commission: 1974). Lappe has 
indicated how prenatal care initiatives can be considered in terms 
of distributive, retributive and social justice. (Lappe: 1981. 
p. 83-94). The focus of the first of these is on access to fertility 
and prenatal services; retributive justice refers to the protection 
of vulnerable prenatal life and compensation for certain sustained 
injuries; while social justice refers to the attempted redressing 
of the relative disadvantage of the less well-off groups in society.
According to Lappe, any discussion of prenatal justice, and 
here we are considering retributive justice, must begin by grappling 
with the standing of the foetus in the wake of the United States 
Supreme Court decisions on abortion - in particular Roe v Wade.
Any investiture of the foetus with rights has to survive the realis­
ation that abortion had become, especially in the United States, 
an almost universally available "right." It is clear that if foetal
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life could be so abrogated then it was pointless to start to think 
of foetal rights in any legal sense.
In its decision however, the Court emphasised that it was giving 
primacy to the right of the mother to elect an abortion without State 
interference only up to the point when it believed that the foetus 
came under the aegis of Court protection. The Court only gave sanc­
tion to an unrestricted right to elect an abortion by a woman and her 
doctor in the first trimester. In the second trimester it reserved 
the right to allow States to determine the medical conditions under 
which abortions could be done; while in the third trimester the Court 
emphasised that it had a compelling interest once the foetus had 
reached that somewhat indefinable moment of separate capability.
In this respect the foetus was seen as an ’emergent person' - it was 
an entity whose rights accrued incrementally as it acquired greater 
and greater human potential. (Callaghan: 1970).
In fact the actual biology of the development of the foetus 
underscores a very different view, for the biological model recog­
nises the importance of genetic and environmental events in terms 
of "normal” foetal development and "normal" outcome of pregnancy. 
According to this view it is clear that the characteristics necessary 
for the emergence of a whole person are to be found in the developing 
foetus and in order that subsequent normal development can occur, 
a number of extremely sensitive events must transpire early in preg­
nancy. As an example, for the full development of the eyes and the 
neuro-muscular system to occur an incredibly complex series of events 
must occur starting on day 18 with the migration of cells from the 
neural crest culminating with the specific innervation of the 
appropriate neuro-muscular target organs at about day 70. The most 
minor upset in this sort of developmental programme, especially 
during the crucial period of organogenesis (day 16-44) can disrupt 
the plan; leading to birth defects or foetal death. It is clear 
that the biological as opposed to the emergent it the most appropriate 
model in terms of human justice, yet it is when it comes to the legal 
aspects of abortion that the latter model is the one which is more 
easily applied.
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In South Australia in referring to the Criminal Law Consolid­
ation Act Amendment 1969, Millhouse set out his personal views on 
the issue of abortion as follows:- (Millhouse: 1972. p.92).
"Abortion, if induced, is a deliberate interference with a 
potential human being.
It is not possible to fix a point of time at which the 
life of that human being begins. Historically and now, 
there is dispute as to whether the new human being begins 
at conception, on implantation, or quickening, or viability 
or at birth. Yet, whether one regards the act of conception 
as the beginning of a new human being, or whether one regards 
it merely as creating the potentiality of a human life, life 
is a continuum. Logically one should assume then that at 
the earliest possible moment there is a new potential human 
being - at conception.
Yet, logic alone, is insufficient to settle this question.
The time of conception is simply not accepted by many, 
probably a majority of men and women, as the meaningful 
moment of creation of a new human being.
Even though the general rule may be that there should be no 
interference with a pregnancy, there are and always have been 
qualifications for various reasons. The difficulty is to 
define them. The members of the Committee are agreed that 
any qualification must be treated with the very greatest 
of care.
For the same reason, they could accept abortion on request. 
They have reached this conclusion even though the evidence 
indicates that nothing less than abortion on request will 
eliminate "back-yard" abortions."
Here then is a dichotomy of view, the satisfactory resolution 
of which is essential in terms of the framing of any reasonable and 
acceptable Abortion Law.
It is claimed by some that, from the moment of conception "a 
life is begun which is neither that of the father nor of the mother;
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it is rather the life of a new human being." (Papal Declaration:
1974).
While again others would draw a sharp distinction between the 
fertilised ovum - the conceptus - prior to implantation and the 
separate sperm and ovum, they would still hold that the protection 
of the law should not be invoked on the conceptus prior to implant­
ation. In fact the West German Law of 1976 on abortion specifically 
states that "anything that has been done before nidation of the 
fertilised egg in the womb is not considered by Law as an 
abortion." (Atkinson: 1977. p.13). Nevertheless some see the
Intrauterine Device which acts on the implanting or recently implant­
ed conceptus as an abortifacient.
At the other extreme, the question arises as to whether there 
is a difference between the formed foetus and the newborn baby.
This has already been highlighted in reference to Roe v Wade. 
Quickening - the subjective foetal movements first felt at about 
16-18 weeks was picked up by the Mediaeval Christian moralists as 
well as by the 19th century English jurists as a point of distinc­
tion (no longer valid) while viability - the capability of surviving 
if brought to birth at some in the 6-7 month - was seen as critical 
by the Infant Life (Preservation) Act of 1929. This Act in fact 
cited 28 weeks, but modern intensive care techniques have made 
possible the survival of considerably less mature foetuses. In 
1971 when the Advisory Group on the Use of Foetuses and Foetal 
Material for Research reported to the British Government, it recom­
mended that "evidence of a period of gestation of 20 weeks .... 
should be regarded as prima facie proof of viability at the present 
time." This advice clearly erred desirably on the side of caution. 
(Atkinson: 1977. p.13).
Against this background respondents in this survey were asked 
the following question:-
"Most people seem to have some views about the stage at which
an embryo or foetus achieves the status of a human being.
Which of the following stages would most clearly reflect your
view?"
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The findings in terms of relative and cumulative percentages
set out in Table 1.
Table 1
Stage at Which Human Status is Achieved
Category %age Cumulative %age
Fertilisation 29 29
Implantation 11 40
6 weeks 4 44
12 weeks 17 61
Movements 16 77
Viability 20 97
Birth 3 100
Between one quarter and one third of respondents (29%) in fact 
held that human status is achieved at the time of fertilisation.
This is a surprising proportion given that a significant number of 
fertilised ova perish prior to nidation which usually occurs a few 
days later. After implantation had occurred 40% considered that 
the foetus was human. It is notable that over the next five weeks 
- the period of organogenesis - only a further 4% considered that 
humanity had been achieved during that time. There is then strong 
basic support for the biological view that the genetic programme is 
set early in development. A further 17% of respondents considered 
that humanity had been achieved by the 12th week making cumulative 
support of 61% by that time. The 12th week is a recognised critical 
time in the progression of pregnancy. The uterus becomes palpable 
abdominally, the foetus is easily heard using ultrasound (Doppler) 
techniques, the embryo is formed and has taken on a recognisably 
human appearance. Furthermore, the danger of first trimester 
spontaneous miscarriage is over and even in the presence of minor 
haemorrhage, one can say with at least 98% certainty that the 
pregnancy will proceed to term.
The remaining 39% of respondents considered that human status 
was achieved by the time of "quickening"(16%) and Viability a further 
20%, while 3% of respondents did not accept that the baby was human 
until the time of birth. The suggestion is that the "emergent 
person" thesis has minority support.
167
The biological perspective is gaining considerable support from
the legal viewpoint in terms of retributive justice, for it has 
been demonstrated quite clearly that failure to regard the prenatal 
period as one of extreme vulnerability may lead to episodes of 
damage to prenatal life. One such dramatic incident was the 
Thalidomide disaster of 1960-62 in which over 8,000 children deve­
loped substantial birth deformities which crippled or handicapped 
them for life. In the United Kingdom 329 such children received 
compensation from the appropriate drug company many years after the 
event - an indication of the status of retributive justice for birth 
injury even when the cause is known. Similarly, the D.E.S. - 
diethylstilboesterol incident in which daughters of women who were 
treated with the hormone during pregnancy developed a rare form 
of vaginal cancer. Although such damage was known in the mid-1960s 
it was not until September 1979 that the first in-utero damaged 
girl received compensation from the courts for her injuries. Still 
it did happen, and in a subsequent California Supreme Court ruling 
it was held that each manufacturer was liable for the proportion of 
the judgement represented by its share of the drug market. (Sindell 
v Abbott). Furthermore, in the Watt v Rama case (The Law Commission: 
1974), a decision by the Supreme Court of Victoria, 1972, held that 
in law a child could recover damages from brain injury allegedly 
caused in a car accident some 7-8 months before birth. These cases 
exemplify an increasing trend to recognise the vulnerable foetus as 
worthy of protection and recompense for injury. This is especially 
relevant in relation to "failed" termination of pregnancy where the 
foetus has been known to survive in a severely handicapped state.
(The Law Commission: 1974. p. 8).
These recent decisions are clearly of importance in any learned 
discussion of the legality or otherwise of abortion and in the fram­
ing of practical abortion laws. It is clear that such laws in future 
cannot be based exclusively on the "emergent person" perspective.
In this chapter it has not been possible to present the material 
in strictly statistical terms as there have been technical problems 
in terms of sample size and cell size. While \2 is not strictly 
applicable it is desirable to retain all categories as these relate 
to specific times during pregnancy which are relevant to the discuss­
ion - hence the small cell numbers.
168
In terms of age groupings there was no difference in the pro­
portion supporting the embryo as human at the time of Fertilisation 
or Implantation. There were differences in view at 12 weeks with the 
younger 30-39 age group showing a greater proportion in the movements- 
viability category suggesting greater support perhaps for the 
'emergent person' idea. See Table 2.
Table 2
Stage at Which Human Status is Achieved - Age.
(Cumulative per cent).
Category 30-39 40-49 50-:
% % %
Fertilisation 25 25 29
Implantation 36 41 37
12 weeks 49 61 60
Movements 68 80 71
Viability 100 94 94
At Birth 100 100 100
This finding is perhaps not inconsistent with that previously 
noted that the younger age group was more likely to terminate preg­
nancy frequently or occasionally, 77% as opposed to 67% and 60% 
respectively in the 40-49 and 50-59 age groups.
It has been previously noted that a number of aspects of religion 
serve as important variables in relation to attitudes to abortion. 
Likewise differences in terms of religious background and activity 
might be expected in relation to when respondents consider that the 
embryo or foetus achieves human life. In terms of religious upbring­
ing there are clear differences in view; the comparative cumulative 
percentages are set out in Table 3.
Table 3
Stage at Which Human Status is Achieved - Religious Upbringing.
(Cumulative per cent)
Category Catholic Non-Catholic
% %
Fertilisation 73 21
Implantation 85 31
12 weeks 92 53
Movements 92 91
Viability 100 94
At Birth 100 100
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There is a clear belief among Catholics that human status is achieved 
either prior to or early in intra-uterine life with support at Fertil­
isation and Implantation of 73% and 85% as opposed to 21% and 31% 
respectively for non-Catholics. This finding might be considered pre­
dictable in terms of Papal directives on the subject and again it 
parallels attitudes towards the termination of pregnancy. In respect 
of views regarding the achievement of humanity, there was no differ­
ence between those brought up in the Anglican and Uniting Churches.
However it should not be thought that religious attitudes are 
completely based on Catholic/Non-Catholic differences. A similar 
trend is noted in regard to frequency of church attendance as well as 
in relation to the influence of religion in determining views.
See Tables 3 and 4.
Table 4
Stage at Which Human Status Achieved - Influence of Religion.
(Cumulative per cent)
Category Important Not Important
% %
Fertilisation 40 21
Implantation 53 31
12 weeks 71 52
Movements 82 70
Viability 97 92
At Birth 100 100
Quite apart from the Catholic/non-Catholic differences, there
clearly a religious difference generally in terms of the perceived
early influence of religion in determining attitudes.
Table 5
Stage at Which Human Status Achieved - Religious Attendance.
(Cumulative per cent)
Category Weekly Rarely
% %
Fertilisation 61 22
Implantation 72 33
12 weeks 83 56
Movements 86 74
Viability 100 96
At Birth 100 100
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It is clear then that religion and its effects are important var­
iables in relation to attitudes on the achievement of human status.
If one compares being Catholic, Importance of the Influences of Religion 
and Weekly Church Attendances, there are noticeable differences.
See Table 6.
Table 6
Comparison of Catholic/Importance of Religion/Weekly Church Attendance
in Relation to Achievement of Humanity -(Cumulative per cent).
Category Catholic Importance Weekly
% % %
Fertilisation 73 40 61
Implantation 85 53 72
12 weeks 92 71 83
Movements 92 82 86
Viability 100 97 100
At Birth 100 100 100
Catholic religious upbringing is clearly the strongest variable in
terms of when the embryo or foetus achieves human status followed respec
ively by Weekly Church Attendance and the Importance of the Influence
of Religion.
On the other hand, in terms of Non-Catholic, Non-Importance of the
Influence of Religion and Less than Weekly Attendance, there is a sur-
prising uniformity of view as to when humanity is achieved. See Table 7
Table 7
Comparison of Non-Catholic/Non-Importance/Rare Church Attendance in
Relation to Achievement of Humanity - (Cumulative per cent).
Category Non-Catholic Not Important Rarely
% % %
Fertilisationi 21 21 22
Implantation 31 31 33
12 weeks 53 52 56
Movements 71 70 74
Viability 94 92 96
At Birth 100 100 100
When attitudes at the time of Implantation are considered there is 
a general correlation between various attitudes and the trend towards 
the performance of abortion rarely or never. See Table 8.
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Table 8
Religious Variables in Relation to Humanity at Implantation 
and the Likelihood of Performing Abortion
Category Humanity Status Termination of Pregnancy
Implantation Rarely - Never
% %
Religious Upbringing
Catholic 85 76
Non-Catholic 31 29
Influence of Religion
Important 53 49
Not Important 31 28
Church Attendance
Weekly 72 71
Rarely 33 28
In terms of geographic distribution of respondents by State or 
Territory there are complex differences. It will be recalled that 
Queenslanders were less likely to terminate pregnancies, while South 
Australians were more likely to terminate pregnancies when compared to 
other States. It thus might be predicted that Queenslanders might tend 
more towards the biological perspective and South Australians tend more 
to the emergent point of view. In actual fact the former do not deviate 
from the national norm while the latter gave greater support (50%) to 
the achievement of humanity at the time of Implantation. See Table 9.
Table 9
Stage at Which Human Status Achieved - State of Residence
(Cumulative per cent).
Category Qld
%
N.S.W
%
Vic
%
A.C.T.
%
S.A.
%
W.A.
%
Tas
%
Fertiilisation 32 27 31 17 45 18 20
Implantation 39 39 39 33 50 30 60
12 weeks 57 60 65 66 65 59 70
Movements 75 69 87 70 70 82 80
Viability 96 96 96 100 100 100 100
At Birth 100 100 100 100 100 100 100
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In relation to the South Australians in particular a number 
of things should be noted. First of all the numbers of respond­
ents are small - 20, and while 50% supported Implantation, there 
was still significant support for the other perspectives.
There are no doubt many other variables involved. Before 
the Abortion Laws were changed in South Australia, for example, 
there had been considerable, well informed medical and public 
debate of the very clearly defined issues. (See Millhouse). This 
debate took place in an atmosphere of political innovation and 
reform which was characteristic of the South Australian Government 
of the day. In addition, at the time of the R.C.O.G. survey, eight 
years had elapsed, during which time South Australians had had 
time to become used to and to co-exist with relatively permissive 
Abortion Laws. There was no such zeal for reform on the 
Queensland political scene.
It is also clear that once a law is changed, the pattern of 
action of those willing to perform abortion changes. For example, 
in 1975, Leeton noted that, whereas in 1970 the vast majority of 
abortions were carried out by a small number of "abortion special­
ists", by 1975 it had become clear that many more doctors were 
willing to perform increasing numbers of abortions. (Leeton: 1975. 
p. 684).
It seems logical that this will happen readily in a situation 
where there is greater realisation of the problem and a greater 
opportunity provided to solve that problem. What people might 
normally oppose or disagree with can gradually become accepted as 
the norm because it has been made legal. There is danger here for 
precedent in regard to the other invasions of personal rights, and 
in this regard the argument of the slippery slope scarcely requires 
elaboration. (Duffy: 1971. p.187). It should not be forgotten, 
however, that at the other extreme is the view that abortion is an 
"entirely unnatural crime" not only because it is murder but 
because it is seen also as injurious to the state - here in the 
extreme the so-called public good would take precedence over 
obligation to one’s patients. (McCulloch: 1981. p.66).
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It should be noted that in respect of views on the achieve­
ment of human status there was no difference of view in relation 
to size of community in which the doctor practised.
The debate as to the humanity of the foetus will go on 
despite logic and law;there will always be a pro-abortion lobby 
and a right to life lobby. From the former there will always be 
the "piece of tissue" and "appendage of the mother" type of 
arguments and the charge that to call the foetus human is to be 
guilty of a "prejudicial abuse of language" and with that claim 
that the question is answered. While the right to life lobby is 
equally unbending in its spoken attitudes, it does tend to have 
the support of centuries of interaction between religious teach­
ing and perceptions of secular law backed up by the increasing 
experience of orthodox and responsible modern medical practice.
It is probably fair to say that "the progress of the law in 
recognition of the foetus as a human person for all purposes has 
been strong and steady and roughly proportional to the growth of 
knowledge of biology and embryology." (Duffy; 1971. p.174).
In an imperfect world where both the individual and society 
will often fail, abortion might well be seen and accepted as a 
necessary and compromise way of mitigating the results of failures. 
This does not in any way remove the urgent need to seek remedies 
for the causes of these failures. It will be recalled that at 
the beginning of the previous chapter, it was demonstrated that 
there was virtually no support (1%) for the interruption of 
gestation as a general approach to the problem of the prevention 
of unwanted pregnancies. That prevention is better than cure is 
the clear message of the Fellows and Members of the Royal College 
of Obstetricians and Gynaecologists in Australia.
Chapter 10
Contraception
175
As long ago as 1849, the view was expressed by Dr Henry 
Oldham, lecturer in Midwifery at Guy's Hospital, that:-
"It constantly happens that cases come before us where, either 
from disease of the uterus or pelvis or sexual organs, or 
exhaustion from frequent abortions or protracted labours - 
that it would be most desirable to suspend for a time or 
altogether prevent pregnancy."
(Oldham: 1849. p.48).
In spite of the fact that a handful of doctors supported that 
view, the profession generally, in the latter part of the nineteenth 
century, opposed the use of contraceptives. (McLaren: 1978. p.135).
It was not an issue that could be ignored indefinitely however, so 
the profession tended to the line that, because of the physical and 
psychological damage occasioned, contraceptive usage could not be 
sanctioned. In spite of this the British birth rate fell signific­
antly from 34.1 per thousand in 1870-72 to 24.5 per thousand in 
1910-12, (Glass: 1967. p.5), largely with the aid of such pre-indust­
rial techniques as coitus interruptus and abortion. (McLaren: 1978. 
p. 135).
During the first twenty years of the present century there was 
only one medical birth control publication which contributed little 
in that it merely reviewed existing techniques rather than making 
any new contribution to contraceptive theory or technology. (Peel:
1967. p.137). Despite the continuing hostile medical attitude to 
contraception, the idea of family limitation was gaining increasing 
acceptance among individual practitioners, and, as has already been 
noted, by 1911 the National Census showed that doctors had the 
smallest families of all occupational categories. (Peel: 1964. p.136). 
However in 1912 Sir James Barr, in a presidential address to the 
British Medical Association, had advocated a low birth rate on eugenic 
grounds and had at the same time omitted to condemn contraception.
This was seen by the Malthusian League as progress and they entered 
the field of medical propaganda.
By 1918, things were changing, for doctors were beginning to 
openly advocate family limitation. In that year, for example,
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Dr Killich Millard, in a lecture before the Royal Institute of 
Public Health, stressed the desirability of birth control on 
public health grounds and revealed that he had recently asked 
80 doctors their views on this question. Six pleaded lack of 
knowledge, and of the rest "those who regarded birth control as 
being harmless were five times the more numerous.” (The Malthusian 
1918. p.138). Three years later, Millard conducted a second
inquiry, this time among gynaecologists and women doctors - 
there were 65 responses from 160 questionnaires which suggested 
a fairly widespread reluctance still to discuss the subject.
The replies to the following substantive questions are indicated:-
a. "Do you approve of married couples using contraceptive
methods in cases where, on health or economic grounds, 
they feel it incumbent on them to limit the size of 
their family?"
Thirty-seven answered "Yes", 13 answered "no" while 14 gave 
qualified approval, e.g., after one, two or three children, only 
on medical advice, or on health grounds only.
b. "If so, which method or methods do you consider, on
the whole, to be most satisfactory?"
In answer to this question there was majority support for the 
condom with various pessaries in second place. It was becoming 
increasingly clear that doctors, generally, no longer condemned 
contraceptive usage. (Pierpoint: 1920. p.138).
By 1940 however, there was still no defined professional 
policy towards contraception such as existed in relation to abort­
ion and sterilisation. (Blacker: 1962). In a survey of medical 
women in general practice in 1943, by the Medical Women’s Federat­
ion the following questions were asked:- (Royal Commission on 
Population: 1945).
a. "Are you accustomed to giving birth control advice or 
to directing patients to birth control clinics?"
Twenty—two respondents gave personal advice, 5 sent patients 
to a clinic, 19 did both, while 5 neither gave advice nor sent 
patients to a clinic. In response to the further question:-
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b. "What advice is given to mothers of small children: 
e.g., if there are two children under two years old, 
is it general to send the mother to a birth control 
clinic?"
Twenty-two respondents said, "No", 25 said "Yes" (6 - 
"only if asked") while 4 said "Don't know."
It is obvious that, by the 1940s, although general practition­
ers were being asked to give contraceptive advice, there was still 
little medical initiative in offering advice or in formulating 
indications for contraceptive usage. In fact, in relation to the 
profession generally, this ambivalent attitude is nowhere more 
apparent than in its reluctance towards the teaching of contra­
ceptive techniques in its Medical Schools. In 1949, for example, 
the Deans of 27 medical schools were asked by the Federation of 
Medical Women whether instruction on contraceptive techniques was 
given to students. (Memorandum: 1951. p.144). Twenty-four replies 
were received; but at only 4 schools were special lectures given 
on family planning and contraception. That a similar pattern 
developed in Australia is demonstrated by the finding in the present 
survey of members of the R.C.O.G. in Australia that they were not 
well instructed in Medical School. In relation to the knowledge 
that doctors might reasonably by expected to have about methods of 
birth control respondents were asked:-
"Where did you mainly acquire your present expertise and 
knowledge in this field?"
Only 3 respondents out of 188, (1.6%) said "Medical School", 
57% said "Postgraduate Training", 13% learned at Continuing Educ­
ation" courses while 28% considered that they were "Self Taught." 
Only one respondent considered that he/she possessed no expertise. 
Respondents were further asked whether they considered the training 
that they had received in relation to birth control techniques was 
adequate. The results are summarised in Table 1.
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Table 1
Adequacy of Training in Birth Control Techniques.
Training Yes No Uncertain
% % %
Medical School 11 87 2
MRC0G Training 52 45 3
The inadequacy of Medical School training was confirmed with 
only 20 of 186 respondents (11%) who answered, considered that train­
ing had been adequate. Even during postgraduate training for the 
Membership of the College barely more than half of the 187 respond­
ents who replied (52%) considered that their training had been 
adequate. It is clear that formal training in family planning has 
in the past in Australia left much to be desired.
In the United States the first survey on control of conception 
and the medical profession was carried out by Guttmacher in 1947. 
(Guttmacher: 1947). Out of 15,000 questionnaires distributed in 
1944 (6,000 to obstetricians and gynaecologists and 9,000 to general 
practitioners) there were 3,381 completed replies which constituted 
a 22% return.
Nine out of ten respondents received demands for contraceptive 
advice - two thirds of those frequently. Three quarters of respond­
ents had received no medical school instruction in conception control, 
a finding which was consistent with the situation in Australia and 
the United Kingdom. The most common reasons for seeking contracep­
tive advice were:- child spacing, economic pressures and the desire 
to limit family size. More than 80% approved of contraception for 
child spacing while contraception on economic grounds and for 
marital adjustment received greater than 70% support. There was 
a consistent increase in the proportion of doctors approving the 
last two indications among the more recent graduates. The doctors 
were almost as approving of contraception for economic reasons and 
marital adjustment as they were for medical indications. Half of 
the respondents prescribed contraceptives frequently, while one 
quarter prescribed them occasionally. The method most preferred 
was the diaphragm with jelly or cream, with the condom as second 
choice.
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In 1964 Spivack reported on a study of 551 physicians which 
had been launched in 1957; the research design of which had been 
predicated on the hypothesis that the way a doctor thinks and 
behaves tends to be the product of his own history and past 
environment and the characteristics of the people with whom he 
currently interacts. (Spivack: 1964. P. 152). This study 
highlighted for the first time the difference in view between 
Catholics and non-Catholics. The study showed, for example, 
that 97% of non-Catholic doctors in the sample approved the use 
of chemical or mechanical methods as compared to 25% of Catholic 
doctors. On this basis, it was clear that the extent to which 
the influence of new factors, e.g., the introduction of new 
techniques, might modify the findings would of necessity be 
limited to change of view among Catholic doctors. In relation to 
the question as to whether contraceptive advice should be given 
only after the patient has had a child, 90% of non-Catholic as 
compared to 50% of Catholic doctors believed that the patient had 
the right to contraceptive advice before the birth of the first 
child.
In Spivack’s study, in order to achieve some sense of the 
priority or relative importance of contraception in the doctors’ 
view, the following question was asked:-
"In general, do you think that providing contraceptive advice 
and information should be standard procedure in the practice 
of medicine or should it be a supplementary service provided 
only at the request of the patient?"
The findings are set out in Table 2.
Table 2
Place of Contraception in Medical Practice in U.S.A.
Category Catholic
%
non-Catholic
%
Standard procedure 4 29
Request of patient 83 70
Not at all - Don’t know 13 1
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For Catholics this choice was probably to some extent forced 
by the absence of a third option, e.g., ’’according to the tenets 
of the Catholic Church." For non-Catholics it is probably a 
fair statement of their position, that it is the function of the 
doctor to provide information if he is asked. In the same survey 
it was noted that, on each age level, non-Catholics were more 
likely than Catholics to provide family planning services. This 
is certainly true in relation to the initiation of discussion and 
responding to patients' requests. With regard to the actual 
prescribing and fitting of contraceptives, age made little 
difference. See Table 3.
Table 3
Doctors' Age and Religion in Relation to Family Planning
Doctors under 45 Doctors over 45
Category Non-Catholic
%
Initiation of 
discussions on 
Family Planning
Responding to
patients'
requests
Prescribing, e.g.,
Fit diaphragms
Catholic Non-Catholic Catholic
% % %
15 31 4
46 44 28
14 71 14
After Cornish, Ruderman and Spivack
Even in the early 1960s then, there was no widespread sense 
of obligation on the part of the medical profession to educate 
people about contraception, but rather a willingness to inform 
patients only if they sought information, in spite of the fact 
that the American Medical Association had first recognised birth 
control as a legitimate medical practice in 1937, some 25 years 
earlier. (Cornish et al: 1963. p.29).
In his survey, Silver (1972. p.42) found that more than one 
in four (28/0 still regarded family planning as "a supplementary
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service (to be) provided chiefly at the request of the patient."
This finding that more than two thirds of the doctors considered 
family planning as a routine procedure suggested that, while there 
had been a distinct change in the previous decade and a half, with 
an increasing trend towards greater doctor initiative, there was 
still an ambivalence on the part of a substantial number of doctors.
It is clear then that British and American doctors remained 
reticent about offering contraceptive advice to patients well into 
1960s so that it is almost certainly safe to assume that a similar 
attitude was common in Australia. Certainly the Australian medical 
student received no formal teaching about family limitation prior 
to 1910 and the public statements of leading doctors of that time 
suggest that they were unlikely to have prescribed "preventatives." 
(Hicks: 1978. p.53). Although the Mackellar Commission (1904) -
Royal Commission on the Decline of Birthrate in New South Wales - 
contained six medical practitioners out of its eventual 13 members, 
there is almost no evidence of what ordinary doctors thought about 
the practice of contraception by their patients. Given the climate 
of the time (populate or perish), the membership of the commission 
and the conduct of the inquiry, its findings were predictable. 
(Forster: 1982. p. 81).
Its recommendations included:-
"That the Government of New South Wales should take steps 
to prohibit the sale, the distribution, the having in 
possession for sale or distribution, the importation, the 
manufacturing, the advertising for sale or distribution, the 
purchasing or receiving, of goods, articles, contrivances, 
or otherthings designed or intended for use for the prevention 
of conception in women, or of printed directions or advice 
as to the methods by which articles may be used.
(Report. Royal Commission. 1904. p.32).
Most of this was clearly impossible wishful thinking; however 
legal restrictions on the display and advertising of contraceptives 
did come into force; prohibitions which still remain in some 
States of Australia. However, following the Windeyer ruling in
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the Collins case in 1888 the publication and sale of birth 
control literature in Australia became more directed to women 
and was not suppressed even though it might have gone ’under 
the counter’ and its circulation been more clandestine. (Coleman: 
p.72; Forster: 1982. p.82). Windeyer ruled that the law must 
move with changing attitudes in society and that it was every 
woman’s right to have knowledge of birth control, and, if she 
should choose, practise it. One of the most strident anecdotal 
attacks on the ’’lamentable Neo-Maithusian practice” of prevention 
and its attendant ’’unhygenic contrivances and artifices” is 
worthy of mention coming from Michael Ullich O ’Sullivan, a 
prominent Victorian Catholic doctor. In an address in 1907, 
O’Sullivan spoke indignantly on prevention, the nature of 
preventive devices and the results of their use. Of contraception 
he wrote:-
"This detestable practice ............ may come from
fashion, cowardice or shiftless poverty; it comes from 
aimless dilettantism of women who will not mar their 
beauty nor disturb their patrician pleasures with the 
cares of maternity; it comes from too high a standard 
of living which creates many artificial wants and demands 
many artificial luxuries." (O’Sullivan: 1970).
Even more colourful is the result:-
"When a wife defiles the marriage bed with the devices 
and equipment of the brothel, and interferes with nature’s 
mandate by cold-blooded preventives and safeguards; when 
she consults her almanac and refuses to admit the approach­
es of her husband except at stated times ...... Many
husbands so situated are, I fear, tempted to seek else­
where the pleasures denied them at home."
Delivered at a time when Australian Catholicism was trying to 
identify with the Australian nation, O ’Sullivan's attack on 
abortion and prevention was not merely moralistic but national­
istic as well.
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In 1972, 65 years later, a survey of the role of general 
practitioners in family planning was carried out in Melbourne 
by the Monash University Department of Obstetrics and Gynaecol­
ogy. (Barson & Wood: 1972. p.1069). There were 113 completed 
questionnaires with a 67% response rate. All respondents gave 
advice to patients on family planning but only 34% took the 
initiative in discussing the matter with patients. Only four 
doctors never prescribed the pill and these were Catholics while 
none of the 13 Catholics inserted Intrauterine Devices compared 
to 84 out of the remaining 100 non-Catholics. A significantly 
lower number of frequent churchgoers of all denominations were 
willing to insert such devices. Eighty-five per cent of res­
pondents gave contraceptive advice to unmarried patients, a 
smaller proportion of Catholics (4 out of 13) compared with non- 
Catholics (92 out of 99) were willing to do so. The 73 respond­
ents who prescribed the pill for unmarried women were further 
asked whether they would require parental consent before advising 
a patient aged less than 16 years. Fifty-two said that they 
were not approached by patients as young as this, 17 required 
parental consent and only two indicated that they prescribed the 
pill for an unmarried minor without such consent.
In regard to sterilisation, less than half (43%) of respond­
ents would refer females for sterilisation for contraception alone, 
while 91% would refer for medical reasons. Nine respondents 
would not refer female patients for sterilisation. Seventy-six 
per cent were willing to refer male patients for vasectomy. At 
the time of this survey there was some confusion over the legality 
of sterilisation for 81% of respondents considered that the law 
in this regard required clarification. Two non-Catholics out of 
98 refused to refer patients for Tubal Ligation on medical grounds 
compared with 7 out of 13 Catholics. Meanwhile 3 out of 13 Cath­
olics compared with 83 out of 98 non-Catholic doctors indicated 
that they would refer male patients desiring vasectomy. There was 
little doubt from this survey that Catholicism and frequency of 
church attendance were closely linked with less liberal attitudes 
towards contraception.
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Against this background, a series of questions relating to 
contraceptive practice were asked of the members of the R.C.O.G. 
in Australia. Particular attention was paid to age and religious 
upbringing as possible significant variables.
A number of general questions were asked in relation to birth 
control:-
"Obstetricians and gynaecologists are called upon to engage 
in both the promotion of childbirth and the prevention of 
childbirth (including sterilisation and abortion). To some 
extent these themes are contradictory."
When questioned about their views in relation to this statement,
72% considered that these themes were not in any way contradictory 
while only 4% thought that they were. Twenty-four per cent 
however did have some difficulty in relation to these differing 
themes.
In regard to age there were significant differences. Eighty- 
six per cent of the 30-39 group claimed that the two themes were 
not contradictory compared to 69% in the 40-49 group and 60% in 
the 50-59 group. ( x2 = 8•20 p = .016). In other words the older 
the obstetricians the more difficulty they had in reconciling 
these two differing themes.
In respect to religious upbringing the differences were of 
even greater significance. Sixty per cent of Catholics as compared 
to 24% of non-Catholics found difficulty in reconciling the two 
themes. ( y2 = 12.34 p = .0004).
Respondents were then asked:-
"Some doctors are reluctant to initiate discussion on 
family planning methods. In your practice, what do you 
tend to do?"
Ninety-four per cent indicated that they were willing to initiate 
discussion while the remaining 6% were content to await the 
patient’s request. In respect of age and religious upbringing 
there was no difference in terms of willingness or otherwise to 
initiate discussion. This willingness among specialists in 1978 
to initiate discussion (94%) as compared with 34% among Melbourne
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general practitioners in 1972 is striking. Davey (1976) in a 
survey of Tasmanian general practitioners found that 68% initiated 
contraceptive discussion - 17% frequently and 51% occasionally.
It had previously been noted in the Spivack survey in the United 
States that higher status doctors - specialists - were more 
likely to initiate discussion on contraception than doctors of 
lower status. In spite of this however it is clear that there 
were very significant changes in outlook between 1972 and 1978.
Respondents were then asked the following question:-
"Society has come to expect that skilled advice should 
be available to help people limit their families. Which 
of the following groups do you consider the most important 
in the provision of such advice?"
General practitioners attracted 76% support, a not unexpected 
finding given their primary care role, while 14% of Obstetricians 
and Gynaecologists thought that they were the most important in 
the provision of such advice. It is clear that specialists tended 
to see themselves mainly in a consultant role. Family Planning 
Clinics were seen as playing a minor role in the provision of 
such advice while Hospital Family Planning Clinics, Abortion 
Clinics and Paramedical Staff, e.g., Pharmacists received virt­
ually no support. The finding of 7% support for Family Planning 
Clinics is not unexpected given the tendency for the Association 
in Australia to follow its British counterpart, e.g., the tendency 
to be run by middle class women for middle class women. (Lafitte: 
1963 Leathard: 1980. p.229). There is undoubtedly a fairly
widely held view that Family Planning Clinics should have been set 
in a wider education and community setting. (Leathard: 1980. p.230).
A number of questions were asked in relation to the prescrip­
tion of the contraceptive pill. Respondents were asked if they 
could see any place for the prescription of the pill by non-medical 
personnel either in Australia or in the developing countries.
It is noted that the strong support for medical prescription 
of the pill in Australia is almost exactly reversed in regard to 
the developing countries; no doubt reflecting an appreciation of
186
the known problems in those areas with shortage of medical staff. 
See Table 4.
Table 4
Non-Medical Prescription of the Pill
Category
Yes
No
Uncertain
Australia
%
22
77
1
Developing Countries
%
78
15
7
There were no significant differences in view in respect of the 
non-medical prescription of the pill in terms of either age or 
religious upbringing. However when it was suggested that non-medical 
prescription of the pill should be allowed by law in Australia the 
responses were less dogmatic. Forty-eight per cent said "medical 
practitioners only," while one third supported trained nurses and 
midwives. Pharmacists gained 18% support in terms of the initiation 
of therapy.
Three specific questions were then asked in relation to hormonal 
contraception:-
a. "Which of the following most nearly describes the 
circumstances under which you would be willing to 
prescribe the pill as a contraceptive."
Ninety-three per cent indicated that they were willing to do so 
'freely', 4% were willing to do so if there was a medical contra­
indication to pregnancy while the remaining 3% indicated that they 
never prescribe the pill. In this regard there were no significant 
age differences but there were significant differences in terms of 
religious upbringing. See Table 5.
Table 5
Circumstances for Prescription of the Pill be Religion
Category Catholic Non-Catholic
% %
Freely 78 96
Medical contra­
indication
Never
( x2 = 12.94 p .004 )
11
11
2
2
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b. "Would you be willing to prescribe the pill as a 
contraceptive to an unmarried girl under the age 
of 16 years without parental consent?"
Almost two thirds had major reservations about under age 16 
prescription of the pill with 37% willing to prescribe it as a 
routine. This is in marked contrast to the finding of the 1972 
survey at Monash University. There was a numerical though non­
significant difference between the three age groups in terms of 
willingness to prescribe the pill as a routine under 16 years. 
Age 30-39 (49%); 40-49 (36%); and 50-59 (27%). ( X2= 11.92 
p = .1). The difference in terms of religious upbringing was 
highly significant. See Table 6.
Table 6
Willingness to Prescribe the Pill under Age 16 by Religion 
Category Catholic non-Catholic
% %
Yes - routine 8 41
Yes - unwillingly 42 27
Yes - pregnancy inevitable 27 28
Never 23 4
( X2 = 22.33 p = .0002)
Only 8% of Catholics as opposed to 41% of non-Catholics were willing 
to prescribe the pill as a routine while 77% and 96% respectively 
were willing to do so under some circumstances.
c. "Do you generally approve of the use of injectible
Medroxyprogesterone (Depo^Provera) as a contraceptive 
in some circumstances?’
While 70% indicated approval of its use, only 53% actually used 
the drug. Twice as many disapproved of its use in the 50-59 age 
group (38%) as compared with the 30-39 and 40-49 age groups (18%)
( X2 = 12.58 p = .05).
There were no differences in terms of religious upbringing. The 
use of Medroxyprogesterone as a contraceptive is somewhat contro-
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versial as it is not formally approved for that purpose by the 
Australian Drug Evaluation Committee. It is however approved in 
many other countries and has proved to be a very useful and safe 
contraceptive in situations where other methods are contra-indicated. 
It has been extensively used in Thailand as a population control 
measure. (McDaniel: Personal communication).
Respondents were then asked:-
"How frequently do you recommend the insertion of an 
intrauterine Device as a method of family limitation?"
Sixty-one per cent of respondents did so frequently, a further 28% 
occasionally with 11% rarely or never. There were no differences 
in terms of age but religious upbringing was a significant variable. 
See Table 7.
Table 7
Recommend Use of Intrauterine Device by Religion
Category Catholic non-Catholic
% %
Frequently 37 65
Occasionally 22 30
Rarely 4 2
Never 37 5
( X2 = 40.17 p< .0001).
There was signficiant opposition to the use of the I.U. Device by 
Catholics with 59% prescribing frequently or occasionally and 41% 
rarely or never compared with 95% and 5% respectively for non- 
Catholics. It is likely that many Catholics see the I.U. Device 
as either preventing implantation or acting as an abortifacient 
after implantation has occurred. There is good scientific evidence 
that both of these occur. The Catholic position is understandable 
given their views concerning when the foetus achieves human status 
as opposed to those of non-Catholics.
See Table 8.
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Table 8
Human Status - Frequent I.U. Device Usage
Category Catholic
%
non-Catholic
%
Human Status 
Implantation 85 31
I.U.D. Usage 
Frequently 37 64
In relation to surgical sterilisation, respondents were asked:-
"Do you generally approve of surgical sterilisation as a 
means of birth control for those who desire it?"
There was general acceptance of sterilisation for 89% were in 
favour of both sexes, a further 6% favoured one or the other form 
while 5% were opposed to either form of sterilisation. These 
findings are not markedly different from those of the Monash 
University survey in terms of opposition, but there was a differ­
ence in that, in the latter survey, only 43% favoured sterilisation 
for contraception alone. This proportion, however rose to 91% 
when medical indications were added. (Barson & Wood: 1972. p.1069).
In terms of age groupings, 84% of the 50-59 age group as compared 
with 94% and 96% respectively in the 30-39 and 40-49 groups supported 
the operation as a means of birth control, indicating a slightly 
more conservative approach by the more senior obstetricians.
( x2 = 12.64 p = .04).
There were significant differences in terms of religious upbringing; 
70% of Catholics gave support for sterilisation for both sexes as a 
means of birth control with complete opposition from 22% while the 
corresponding non-Catholic proportions were 91% and 2% respectively.
( X2 = 26.42 p< .0001). In spite of this significant difference, 
there was a surprising degree of support by those reared as Catholics, 
given the general Catholic view on abortion and birth control.
It is however one thing to approve of sterilisation as a form 
of birth control, but it is another thing to consider sterilisation 
for oneself and one's spouse.
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Respondents were asked:-
"Have you, (or your spouse) had, or are you likely to 
consider having, an operation done on yourselves purely 
to limit family size?"
The responses are summarised in Table 9.
Table 9
Willingness of Self/Spouse to be Sterilised 
Category Self Spouse
% %
Yes 18 33
No 60 43
Uncertain 2 4
Not applicable 20 20
One in five considered that the question was not applicable. It 
is clear that female sterilisation is considerably more acceptable 
than male sterilisation with 33% support compared with 18%. In 
this regard it might be expected that age and religious upbringing 
would be significant variables. In relation to sterilisation of 
self, the 50-59 age group appeared to be numerically more conserv­
ative with 13% compared with 21% and 27% in the 40-49 and 30-39 age 
groups respectively. However more of the older group found the 
question not applicable so that the finding was not statistically 
significant. ( = 13.56 p = .09). In respect of sterilisation
of spouse, the corresponding proportions were 28%, 41% and 41% but 
these differences were not statistically significant.
In respect of religion of upbringing there was no significant 
difference between Catholics and non-Catholics in willingness for 
either spouse or self to be sterilised.
Respondents were next asked:-
"Do you perform sterilising operations on female patients?"
Overall 92% of respondents indicated that they were willing to 
perform sterilising operations on female patients while 8% indicated 
that they were not. In terms of age groups, the older respondents 
were more conservative.
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See Table 10.
Table 10
Perform Sterilisation on Female Patients by Age
Category 30-39 40-49 50-59
% % %
Yes 100 97 87
No 0 3 13
( x2 = 12.56 p = .01).
In terms of religious upbringing there were again significant 
differences with 59% of Catholics as compared with 97% of non- 
Catholics willing to perform female sterilisation.
( x2 = 45.86 p < .0001).
Respondents were asked to comment on the justification for 
teenage sterilisation. Specifically they were asked their agree­
ment or otherwise with the following statement:-
MA sterilising operation is never justified on a woman 
under the age of 18 years."
Twenty-nine per cent of respondents agreed with the statement while 
63% disagreed. Eight per cent remained uncertain. In terms of age 
groups there were no significant differences while in regard to 
religious upbringing, Catholics (44%) were more likely to agree 
numerically compared with non-Catholics (26%). These differences 
however were not regarded as statistically significant.
( X2 = 7.88 p = .09).
Respondents were then asked the following question:-
"Some women who have not had a child are now requesting 
that they be sterilised. Would you be willing to sterilise 
a nulliparous woman under some circumstances?"
Eighty-three per cent of respondents indicated their willingness to 
sterilise nulliparous women under some circumstances. In terms of 
age groupings there were no significant differences in opinion. 
There were however major differences in regard to religious
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upbringing. Only 40% of Catholics compared with 88% of non- 
Catholics were prepared to sterilise nulliparous patients.
( x2 = 24.70 p< .0001).
Respondents were then asked to comment on the following statement:-
"Many women are now requesting reversal of operations performed 
on them in order to limit family size. Do you think that 
such sterilising operations have been too easily obtained in 
recent years?"
Fifty-nine per cent of respondents agreed that sterilisation had 
been too easily obtained in the past. In terms of age groupings 
the older groups were numerically more likely to agree with the 
statement. However these differences were of borderline signific­
ance only. ( X2 = 8.96 p = .06). There were no significant 
differences in terms of religious upbringing.
Respondents were next asked to indicate which methods of birth 
control they had personally most used. The responses are 
summarised in Tables 11 and 12.
Table 11
Past Contraceptive Usage by Age
Method % Usage
%
30-39
%
40-49
%
50-59
% _P_
Pill 66 88 67 46 20.01 < .0001
Condom 23 22 21 25 0.23 .89
Spermacide 12 10 7 20 4.81 .09
Withdrawal 7 8 1 12 6.12 .04
Diaphragm 24 6 24 39 15.76 .0004
Male
Sterilisation 8 8 10 5 0.91 .63
I.U. Device 28 39 36 10 13.00 .001
Natural
Methods 12 8 9 20 4.55 .1
Female
Sterilisation 27 20 33 25 2.41 .29
Eleven per cent indicated that for various reasons they had
never used any such methods.
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No respondents had ever used the douche as a method of 
contraception and only one respondent had used injectible Medroxy-- 
progesterone in spite of the fact that 53% had used the hormone 
as a contraceptive on other people.
Table 12
Past Contraceptive Usage by Religious Upbringing
Method % Usage Catholic Non-Catholic _E_
% % %
Pill 59 52 60 0.36 .54
Condom 23 24 19 0.12 .72
Spermacide 12 7 13 0.29 .58
Withdrawal 7 4 7 0.04 .83
Diaphragm 24 4 27 5.59 .01
Male
Sterilisation 8 0 8 1.43 .23
I.U. Device 27 15 28 1.54 .21
Natural
Methods 13 48 8 30.59 < .0001
Female
Sterilisation 26 7 28 4.33 .03
In regard to contraceptive usage by age, there were significant 
differences in relation to usage of the pill, withdrawal, diaphragm, 
and the Intrauterine Device. These differences are explicable 
mainly in terms of the time of the introduction of the pill and the 
I.U. Device into clinical practice in the early 1960s.
In terms of religious upbringing, there were significant 
differences in relation to three methods only: viz:- diaphragm, 
natural methods, and female sterilisation. It is worth noting that 
no Catholic had had a vasectomy, however this finding was not 
statistically significant. Of 27 Catholics only one had used the 
diaphragm as one of the three main methods of birth control. This 
is of considerable interest in that, while the broader interpretation 
of Pope Pius XII included the diaphragm, it had not previously been 
specifically condemned in Casti connubii (Noonan: 1965. p.429).
Again sterilisation is of considerable interest as again Casti
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connubii did not in its condemnation reach contraception achieved 
by sterilising surgery. Although at the time of the survey there 
were clear Catholic/non-Catholic differences in terms of past 
practice in regard to sterilisation, there was evidence that this 
situation was changing in respect of the responses to the question 
on willingness to be sterilised. Of the various methods used 
previously by respondents, the three most commonly used were the 
pill, the I.U. Device, and female sterilisation. While it is clear 
that Catholics hold significantly different views from non-Catholics 
in regard to many aspects of family planning, especially in terms 
of the advice they give their patients, many of these differences 
disappear when it comes to their own personal family planning 
practices.
Respondents were asked finally:-
" Which method of family limitation are you (or your 
partner) currently using?"
Of the 200 respondents, 103 indicated that they were currently 
using family planning methods (51.5%). Four spouses were pregnant, 
11 were infertile while 4 were trying to conceive. Six did not 
answer the question, while the question was not applicable to the 
remainder. The respondents were made up of 12 Catholics and 91 
non-Catholics. The responses are summarised in Table 13.
Table 13
Respondents* Current Usage of Family Planning Techniques.
Category Pill
%
C.S.D.
%
Male Ster 
%
IUD
%
Natural
%
Fem Ster
%
Total 22 14 9 18 2 35
Non-Catholic 19 26 11 17 0 37
Catholic 50 0 0 17 16 17
C.S.D. Condom, Spermacidal, Diaphragm.
In 1978, at the time of the survey , it was clear that the three
major methods of family limitation currently in use by respondents 
where applicable were in order of importance:- female sterilisation.
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the pill and the Intrauterine Device. Female sterilisation was 
clearly more popular among non-Catholics while a higher proportion 
of Catholics were taking the pill. This is not inconsistent with 
the opinion of Noonan (1965. p.429) that Casti connubii did not 
condemn contraception achieved by drugs. Equal proportions of 
Catholics and non-Catholics actually used Intrauterine Devices while 
usage of natural methods was confined to Catholics. Usage of condoms, 
diaphragms, spermacides and male sterilisation was confined to non- 
Catholics .
In conclusion, a number of questions were asked of respondents as 
an indicator of the way that they think about a number of general 
issues. The responses are summarised in Table 14.
Table 14.
Responses to General Questions Relating to Contraception
Question
The provision of birth 
control services has 
become unduly depend­
ent on doctors
With available techniques 
any couple should be able 
to plan their lives so as 
to avoid unwanted pregnan- 93 
cies
Contraceptive information 
should be a routine part 
of sex education in 87
secondary schools
Lack of responsibility 
is a more common cause 
of unwanted pregnancy 83
than lack of knowledge.
Contraceptive knowledge 
in the hands of young 
people in an incitement 34
to promiscuity.
Agree
%
40
Uncertain
%
2
1
5
7
9
Disagree
%
58
6
8
10
57
Fifty eight per cent of respondents disagreed with the state­
ment that birth control had become unduly dependent on doctors. This 
view is consistent with the majority view of respondents which
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opposed non-medical prescription of the pill. There was no 
significant difference in view in terms of age or religious 
upbringing.
In respect of the ability to avoid unwanted pregnancies, there 
was general agreement (93%) that couples could so plan their lives. 
Again there were no significant differences in terms of age or 
religious upbringing.
Eighty-seven per cent thought that contraceptive information 
should be a routine part of sex education in schools. Again there 
was no difference of view in respect of age but 90% of non-Catholics 
compared with 67% of Catholics. ( y2 = 19.75 p = .0006).
Eighty-three per cent of respondents thought that lack of 
responsibility was a more common cause of unwanted pregnancies than 
lack of knowledge. There was no difference in view in this regard 
between Catholic and non-Catholics. However in terms of age groups 
the 40-49 and 50-59 groups (86%) gave greater support to the state­
ment than the 30-39 age group (75%). ( = 20.27 p = .02).
Only one third of respondents (34%) thought that contraceptive 
knowledge was likely to incite promiscuity in the hands of young 
people. Again the older age groups 50-59 (45%), 40-49 (29%) were
more likely to agree than the younger group 30-39 (10%).
( x2 = 19.77 p = .01). Predicably those with a Catholic upbringing
(56%) were much more likely to agree than non-Catholics (30%).
( X2 = 22.76 p = .0001).
Recently in Australia fears about overpopulation and rising 
numbers of unwanted pregnancies and abortions have made the control 
of fertility a matter of considerable concern. At present, and 
probably for a long time to come, the most effective and frequently 
used means of fertility control are and will continue to be obtained 
through the mediation of the medical profession. While medical 
practice is multifaceted in nature, this is nowhere more clearly 
seen in the dual role of the obstetrician and gynaecologist who is 
concerned simultaneously both with the facilitation of birth and 
the control of fertility.
In the last decade there has undoubtedly been a significant
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change in doctors' attitudes and practices, almost at times to 
the point of reversal. These views have not necessarily changed 
for scientific reasons but because of a change in social values 
the intrusion of social, ideological and religious elements into 
medical practice has been inescapable. In a relatively short 
period, doctors have moved from prohibition to counselling, and 
from separately dealing with each reproductive event to an over­
view of the total needs of the family.
If there are any conclusions from this chapter, a significant 
theme is that the extent to which and the kind of family planning 
information that a doctor provides depends not only on the needs 
of the patient but on what each doctor believes appropriate in that 
case rather than on any professional definition of what he should 
do. The willingness of doctors in this survey to initiate discuss­
ion is noteworthy and as forecast by Cornish et al (1963. p.70)
family planning has become a more legitimate procedure. A second 
theme is that the advice doctors give depends to a large degree on 
their age and religious beliefs and upbringing. Where there is 
disagreement among doctors as to the means of achieving fertility 
control this would seem to be based not on medical but mainly on 
religious criteria. It is clear then that religion, as much as 
medical considerations, affects the means that doctors endorse for 
others or use for themselves to space children and limit families. 
While age and religious upbringing are clearly not the only variables 
in regard to these attitudes, they are nevertheless significant 
factors. In fact there is some evidence that the earlier marked 
differential between Catholics and non-Catholics is passing; this 
was well demonstrated in the 1971 Melbourne Survey (Caldwell et al: 
1973. p.54) when 90% of Catholics as opposed to 93% of non-Catholics
were using some form of contraception - a finding which was con­
firmed in the present survey. The differential which remains is not 
in the fact of contraceptive usage but in the form in which it is 
used.
It is clear that within the medical profession, and particularly 
among Members of the Royal College of Obstetricians and Gynaecologists 
there has been considerable change in the patterns of contraceptive
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usage which would tend to parallel the findings of the 1971 
and 1977 Melbourne Surveys. Young and Ware (1979. p.5) noted
an overwhelming acceptance of the contraceptive pill among young 
couples and more recently the emergence of surgical sterilisation 
as the main method of older couples. It seems clear that highly 
effective contraception (not available before 1960) such as the 
pill and I.U. Device has served to promote sterilisation in 
particular and probably abortion also although to a lesser extent. 
The ability and right to control one’s fertility tends to lead on 
naturally to a further right to be rescued from or guaranteed 
against accidental pregnancies. Certainly couples who have known 
the reliability of the pill are reluctant to return to a less 
safe method. In this regard the Intrauterine Device has not 
achieved a desired level of acceptability and efficiency and as 
such its failure to do so has done much to promote the adoption 
of sterilisation by both men and women who have achieved their 
desired family size.
Conclusion
200
Demographie and social background characteristics of a random 
sample of the Australian members of the Royal College of Obstetric­
ians and Gynaecologists were obtained in a questionnaire survey.
This questionnaire was mailed to 272 members of the College repres­
enting one third of the total membership on April 1, 1978. A 
response rate of 200 usable replies was obtained representing 74% 
of the sample surveyed.
Data have been presented on age, sex distribution, marital 
status, period of time since graduation, length of College member­
ship, type of practice, birthplace, educational background, religious 
upbringing, political orientation and social rank of family of origin. 
Questions relating to these characteristics were included along with 
others which covered professional attitudes and practices.
A large majority of respondents were once married males, aged 
35-45 years, who had followed the orthodox training sequence from 
private secondary school, through university to hospital medical 
practice and finally into their chosen specialty. The obvious bunch­
ing of age distribution reflected the newness of the specialty and 
the increasing post-war demand for high quality obstetric care. The 
typical obstetrician and gynaecologist is Australian born and educated, 
in active clinical practice, is self employed and follows a conserv­
ative political orientation. Most attended the Universities of Sydney 
and Melbourne and most did all or the greater part of their post­
graduate training in Australia. The majority were raised as Anglican 
or Uniting Church adherents, but less than one fifth attended church 
frequently (weekly). Slightly more than half were resident in New 
South Wales and Victoria and three quarters lived in cities of greater 
than 100,000 people. In keeping with the historic origins of the 
profession they came overwhelmingly from families whose fathers were 
in high prestige occupations while almost one third had had fathers 
who were themselves medical practitioners. The average age was 47.9 
years with an average period since graduation from university of 23.4 
years. The sample was found not to differ significantly from the 
overall College membership on a series of basic parameters and there 
was no doubt that the findings presented are representative of all the
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members of the College in Australia.
There have in fact been comparatively few studies in Australia 
of attitudes of the medical profession in relation to aspects of 
population policy and control. Certainly this, as far as is known, 
is the first embracing obstetricians and gynaecologists.
The influence of the church, its historic role in medical 
education as well as its continuing effect on attitudes and practice 
have been explored both generally and specifically.
No consideration of population problems is complete without an 
historical approach to the many influences that have contributed to 
the current problems in that field. In this regard a ’revolutionary1 
approach has been adopted in considering not only the major phases 
of the evolution of society but also the growth and fluctuations 
in world population from the hunter-gatherers through to the present 
’post-industrial’ society.
Again no adequate consideration of the attitudes and practice 
of doctors is possible without some background knowledge of the 
historical origins of the medical profession in the Western World, 
the rise of the general practitioner group from their rudimentary 
apothecary origins, the advent of specialisation and its relationship 
to the public hospital system, and more recently, the arrival of 
sophisticated technology and the appearance of the super-specialist. 
These are important and have been raised in the context of the 
increasing complexities of medical practice, the growing demand for 
cost-effective medicine and the increasing involvement of political 
ideology in the practice of medicine.
The rise of the College system and its successful integration 
with the University faculties in the English speaking world - in 
contrast with what took place on the European continent - has done 
much in this country for practical as opposed to academic medicine. 
Specific attention has been paid to the controversial rise of the 
Royal College of Obstetricians and Gynaecologists throughout the 
British World in spite of the opposition of the then specialist 
medical establishment - the Royal College of Physicians and Royal
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College of Surgeons - a background which even today is still 
relevant in terms of attitudes and interpersonal relationships. 
Obstetrics for centuries had been the ’Cinderella' of medicine and 
its rise from the depths to a leading medical specialty is a 
fascinating story in its own right, a story which is clearly synon­
ymous with the rise of the Royal College of Obstetricians and 
Gynaecologists.
In this study a detailed examination of the variations among 
obstetricians and gynaecologists in their attitudes and practice in 
regard to population trends, family size norms, contraception and 
abortion has been carried out.
The variables considered are background as well as current and 
consist of such parameters as age, religious upbringing, secondary 
schooling, influence of religion in determining views, frequency of 
church attendance, place of practice and community size in which 
they live. It is believed that these variables account for much 
of the variation in attitudes and practice among these doctors. 
Certainly other factors not investigated may also operate but it is 
clear that several of those designated do account for a significant 
proportion of the variation referred to. That there is some consider­
able overlap among some variables has been demonstrated. It might 
be thought for example that secondary education might be an import­
ant variable in determining attitudes and practice; however it has 
been shown that it is not possible to separate it from religious 
upbringing. Almost without exception it has been shown that those 
with with Catholic upbringing attended Catholic schools and those 
with non-Catholic upbringing attended non-Catholic schools.
In respect of the dependent variables investigated, community 
size in which respondents live did not appear as a significant 
independent variable. This would seem to be at variance with the 
commonly accepted sociological ideas. The sociological literature 
tends to emphasise the importance of social pressures in forming 
attitudes among people who live in small communities. The contrary 
findings of this study suggest that doctors have a wider professional 
reference group or common experience and they are not constrained by
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their local setting. Many of the doctors surveyed, even those who 
obtained all or most of their postgraduate training in Australia, 
have had overseas experience suggesting a generally more cosmopol­
itan rather than parochial background. Nevertheless the range of 
attitudes and practice observed in the study suggests that the way 
a doctor acts and the advice he gives depends on what he himself 
sees as appropriate rather than being dependent on any definition 
by the profession generally. Beyond the normal ethical and legal 
constraints and the common training there is no evidence of over­
riding professional norms in regard to population policy and fert­
ility control. If there is an extension of this theme, one thing 
is clear - the training in family planning techniques that obstet­
ricians and gynaecologists, and presumably doctors generally have 
received in the past has left much to be desired. This almost 
certainly accounts for much of the reported reluctance in the past 
of doctors to initiate discussion in respect of family planning - 
a reluctance which in this survey appears to be less marked than in 
previous reported surveys relating to the attitudes of doctors 
generally. The realisation of the predictions, that, with each new 
group of medical school graduates, family planning would become a 
more legitimate medical procedure, seems to be supported by this 
study.
As indicated previously, attention has been directed towards 
four particular areas of interest:- population policy, family size 
norms, contraception and abortion. In respect of the first three of 
these the main independent variables considered were age and religious 
upbringing; in respect of abortion a wider mix of independent 
variables was considered.
Australians always have been and possibly always will be 
preoccupied with their population problems, and characteristics of 
this preoccupation have been described. Australia has always been 
dependent to a large degree on immigration for its population growth, 
and it has been demonstrated that it was 100 years from first settle­
ment before the majority of the population was Australian born. An 
attempt has been made to outline historically the changing patterns 
and fluctuations in immigration which appear to be related to economic
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and political factors as well as the availability or otherwise 
of white Europeans. The relevance of the White Australia Policy 
in all this has been briefly referred to as have some of the factors 
perceived or real which have limited the growth of Australia’s 
population. In view of this, the degree of support for Zero Popul­
ation Growth is somewhat surprising and perhaps a little confusing. 
There was a strong pronatalist tendency among the older obstetricians 
and an even greater similar trend among Catholics as opposed to non- 
Catholics. Both groups gave greater support to 'Populate or Perish' 
as opposed to 'Zero Population Growth' as well as to Government 
inspired policies to increase population. There was no disagreement 
of note on the other hand, in respect of such variables as Australia's 
achieved population, the effects of that growth or the numbers of new 
settlers coming to Australia. Again there was no difference in 
respect of the help that should be given to Asian countries in solving 
their demographic problems. There was undoubtedly a spectrum of 
view from anti-population to pro-population which was related to age 
and religious upbringing. It was possible from the replies to a 
series of general questions asked in relation to a number of aspects 
of population policy to identify an Anti-population Growth Scale, the 
characteristics of which have been described. Only three background 
factors had independent effects on attitudes to population growth; 
in descending order these were:- age, Catholic upbringing and birth­
place. In regard to current factors, salaried doctors were more 
opposed to population growth than those in private practice, while 
the more frequently a doctor attended religious services the more 
he favoured population growth. In other words, older Catholic doctors 
who were born in Australia, were salaried and attended church regularly 
were more likely to be at the pronatalist end of the spectrum in regard 
to population policies.
The control of fertility is a very complex undertaking, and there 
is little evidence that various incentives and disincentives have any 
lasting direct effect on population growth in spite of a small majority 
view that Governments in Australia should be encouraging couples 
to have more children. On the other hand half of the respondents
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felt that there was little that Governments could do to bring about 
a decrease in family size. Age and religious upbringing were not 
significant factors affecting this view. There was however general 
support for immigration policies which clearly received greater 
support as an effective method of population control. This was 
consistent with the view that Australians should at the same time be 
more active in helping underdeveloped Asian countries in solving 
their population problems.
In respect of contraceptive advice and usage there was clearly 
considerable difference. As already indicated there was surprising 
consensus in terms of the willingness to initiate discussion. The 
advice that a doctor gives depends it seems to a large degree on age 
and religious differences and as stated previously where there is 
disagreement among doctors as to the means of achieving fertility 
control, the solution tends to be based on religious rather than 
medical criteria. Equally this applies to the methods of fertility 
control that they themselves use as much as to what they advise for 
others. In respect of age, many of the differences in terms of 
contraceptive advice and usage are explicable in terms of the timing 
of the introduction and acceptance of various new advances in contra­
ceptive technology, whereas differentials between Catholics and non- 
Catholics tended to be in the method used rather than in the fact 
of contraceptive usage.
A majority of Catholics gave significantly greater support for 
education as the most important approach compared to non-Catholics.
In respect of contraceptive usage there has been an almost universal 
acceptance of the pill among younger groups with a distinct trend 
towards surgical sterilisation of one or other form after childbear­
ing has ceased. This trend in the population generally has been 
followed by doctors. The ability and right to control fertility 
absolutely has clearly become an almost expected and accepted right 
and norm.
A number of questions relating to family size norms were asked 
in the light of the fairly massive decrease in average family size 
over the preceding 90-100 years. This decline had occurred in all
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social classes and, as has been indicated, is independent of proport­
ions marrying, age of marriage or change in fecundity. What has 
happened in respect of obstetricians’ own families, their families of 
origin and the latter’s families of origin, i.e., over three gener­
ations, has been shown to conform to the Australian norm. The sharp 
decline in one generation from 5.02 to 3.15 again confirms the 
Australian pattern.
A number of questions relating to family size norms evoked an 
interesting response. The view on Ideal Family Size for most Austral­
ians was lower than a similar view expressed by the Queanbeyan and 
Melbourne women some seven years earlier whereas there was surprising­
ly little difference in terms of what was seen by the same groups as 
the Ideal Family Size for themselves. However when it came to 
Completed Family Size, those of the members of the R.C.O.G. were 
significantly larger than those of the Melbourne couples.
In terms of age and religious upbringing, there were significant 
differences in view in respect of the obstetricians’ view of Ideal 
Family Size for most Australians by age and religion. Similarly, for 
Ideal Family Size - Self - the findings were similar with religious 
upbringing as the more significant variable in both categories. Older 
obstetricians and Catholics tended to favour larger families.
In regard to actual Achieved Family Size the age differences were 
numerically obvious but of marginal statistical significance while 
religious upbringing as a determinant of family size was highly 
significant. Certainly then, age and religion are of the utmost 
importance in terms of rational choice of obstetricians in determining 
their family size. The findings are of particular interest in that 
there is no reason why obstetricians should not have access to the 
most efficient contraceptive techniques any more than there is any 
reason to suspect that their life has been one of deprivation, 
insecurity or ignorance.
Younger obstetricians tend towards smaller families as do non- 
Catholics - a finding not inconsistent with their view of Zero Popul­
ation Growth and their general antinatalist orientation. This again 
conforms to the national norm. There is it seems a notable consistency
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of view in all strata of Australian society in terms of the desire 
to have children and the importance of having at least one child of 
each sex; however there was a substantial and predictable difference 
of view between obstetricians and other groups surveyed as to the age 
at which they should cease having children.
Abortion has been and remains one of the classic modern contro­
versial social and medical issues. Given the continuing disagreement 
on the subject and the widespread political, ecclesiastical and legal 
debate, a series of questions were asked relating to various aspects 
of abortion. Historically, abortion has always had strong legal and 
religious overtones and these have been highlighted. A number of the 
questions asked were based on this discussion while others were based 
for comparative purposes on questions asked in other surveys. Vari­
ables investigated again included age, religious upbringing, influ­
ence of religion, attendance at religious services, place of practice 
and size of community in which respondents live.
While age of respondent was important in a number of situations, 
the major significant differences were in relation to various aspects 
of religion. There were clear and significant Catholic/non-Catholic 
differences in all situations while frequency of attendance at church 
services irrespective of religion was clearly significant as was the 
influence of early religion on the formulation of respondent’s views.
In terms of the actual practice of abortion the main differences 
were again religious in origin, and while there were clear numerical 
differences in terms of age, these were not statistically significant.
While religious upbringing, influence of religion and frequency 
of church attendance showed important significant differences in 
respect of attitude and practice, there were also notable and import­
ant interstate differences. In this respect it might normally be 
predicted that respondents in the States with conservative abortion 
laws might hold more radical views in relation to those laws. In 
fact the reverse appears to be the case.
There were interstate differences in regard to indications for 
abortion, respondents practising in Queensland being much more 
conservative in respect of the less serious indications for
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termination of pregnancy. In respect of the frequency with which 
respondents were themselves willing to terminate a pregnancy there 
were again major differences with Queenslanders and South Austral­
ians differing substantially from those domiciled in the remainder 
of Australia. Few Queensland obstetricians - in response to the 
least permissive laws - tended to perform abortion frequently, while 
a substantial number of South Australian obstetricians - in response 
to the least restrictive laws - tended to be more liberal in terms 
of their willingness to perform abortion. Again as previously noted 
community size did not appear to be a significant variable. It was 
possible to develop an Anti-Abortion Attitude Scale based on a 
series of questions relating to attitudes towards various aspects 
of abortion.
It was clear that older doctors were more opposed to abortion 
than younger doctors, Catholics more opposed than non-Catholics as 
were those who received most of their secondary education in Catholic 
schools and for those for whom religion was an important formative 
influence. In terms of the background variables, those with signif­
icant independent effects on attitudes to abortion were the perceiv­
ed influence of religion, Catholic upbringing and numbers of siblings, 
in descending importance. In terms of current situation variables, 
present regular attendance at church services was the most import­
ant single predictor of attitudes to abortion while conservative 
voters held stronger anti-abortion attitudes. In combination the 
most important single predictor of attitudes to abortion was present 
regular attendance at church services. Being religious, whether 
Catholic or non-Catholic, was shown to be of greater significance 
than being Catholic per se.
In regard to the circumstances under which abortion might be 
performed it is possible to construct a hierarchy of acceptability 
of grounds for legalised termination of pregnancy. Almost without 
exception the order of agreement is identical in the three Australian 
surveys in spite of temporal, geographic, and class differences.
There is in addition a second hierarchy in terms of time in regard 
to surveys carried out in different parts of the world. Over the 
last two decades there has been a clear persistent and upward trend
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favouring legalisation of abortion on all counts.
The underlying hypothesis in this survey was that the way a 
doctor thinks, practises and acts tends to be related to a number 
of personal, social and demographic variables. That this is so has 
been demonstrated for it has been clearly shown that both background 
and current situation variables have significant effects to varying 
degrees in differing circumstances. In almost all circumstances 
investigated, religion in one or other of its varying effects 
remains the most significant independent variable.
Given the marked continuing dependence on the medical profession 
for the provision of effective birth control services, it is surpris­
ing how little investigation of the various factors which might serve 
to influence the way in which doctors think and act in this regard 
has been carried out. Although it is claimed that the profession has 
lost ground in recent years in terms of public esteem, the fact 
remains that in relation to abortion, sterilisation and contraception 
there is a great deal that the general public does not know, nor is 
it in a position to make judgments without advice. This dependence 
on the profession seems unlikely to change in the foreseeable future 
in the absence of any major breakthrough in birth control technology 
which is not medically dependent. Since no known, similar or compar­
able survey has been carried out in respect of the views of obstetric­
ians and gynaecologists in Australia it is hoped that the findings 
here reported will serve as a baseline for any future investigations 
of changing professional attitudes and practices in regard to 
population policy and control.
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102 Melrose Drive 
Mawson
A.C.T. 2607
Dear Colleague,
This questionnaire is being forwarded to a sample 
of Fellows and Members of the Royal College of Obstetricians 
and Gynaecologists in Australia. It is part of a study being 
carried out with the approval of Australian Council R.C.O.G. 
in conjunction with members of the Department of Demography of 
the Research School of Social Sciences and the Department of 
Sociology of the School of General Studies at the Australian 
National University.
Basically, the aim of the project is twofold: 
firstly, to obtain general information in relation to who 
constitutes the membership of the College, especially in regard 
to their social origins -and background: secondly, to investigate 
members* attitudes and practices in relation to a number of 
matters for which the College has significant responsibility.
Part of the data obtained will be used as background for a 
Masters* thesis, while the completed analysis will be made 
available to the College for reference.
Although somewhat lengthy, it is hoped that you will 
find the questionnaire an interesting one; its format being such 
as to make its completion as rapid and effortless as possible. 
Please help by answering the questions as thoughtfully and as 
accurately as you can, and by returning the completed 
questionnaire as promptly as possible in the enclosed stamped 
return envelope.
All the information will be treated confidentially. 
Immediately on receipt, the completed questionnaire will be 
turned over to Dr. Owen Dent of the Department of Sociology, 
Australian National University, who will be responsible for the 
coding and tabulation of the data. After the information has been 
coded, the questionnaires will be destroyed. There will be no name 
or identifying mark on the questionnaire, so that complete 
confidentiality is assured. However, there is an identifying 
number on the return envelope so that follow-up letters can be 
sent to those who do not reply; it is important therefore that 
you return the questionnaire in the envelope provided.
Needless to say, it would be preferred that the 
completed questionnaires be returned as soon as possible, but 
preferably not later than 30th April, 1978. Please do not 
hesitate to contact me for any additional information about the 
survey or about any doubts that you might have. Critical comments 
would be welcomed.
Thanking you for your cooperation,
Yours sincerely,
Keith Barnes. B.A., F.R.C.O.G.
IT WOULD BE APPRECIATED IF YOU COULD COMPLETE THE 
FOLLOWING QUESTIONNAIRE.
PLEASE PLACE A TICK IN THE APPROPRIATE BOX OR BOXES IN RESPONSE
TO EACH QUESTION.
PLEASE DO NOT PUT YOUR NAME OR ANY IDENTIFICATION ON THE QUESTION
SHEETS.
Thank you again for your assistance
QUESTIONNAIRE TO MEMBERS OF THE ROYAL COLLEGE OF 
OBSTETRICIANS AND GYNAECOLOGISTS IN AUSTRALIA.
1. a. In which year were you born?
b. Which sex are you?
Female
Male
□□
c. What is your present marital status?
Now married
Permanently separated j \
Divorced
Widowed
Never married [^ J
d. If now married, what was your previous marital 
status?
Divorced 
Widowed 
Never married
□□□
2. a. In which year did you graduate from medical 
school?
For office 
use only.
1
□
2 3 4
5 6
b. In which year did you obtain your Membership 
of the Royal College of Obstetricians and 
Gynaecologists?
c. If a Fellow of the R.C.O.G., in which year were 
you elevated to the Fellowship?
d. Are you the holder of any other Fellowships or 
post-graduate degrees (e.g. Fellowships in 
Surgery or Medicine, Doctorates, or Master's 
Degrees)?
i. Medical:-
Yes
No
□□
ii. Non-medical:- 
Yes 
No
□□
16
17
3. a. Are you in active clinical practice?
Yes D
No Q
IF "No", PLEASE GO TO QUESTION 3.f.
b. If you are engaged in practice, do you provide 
advice and treatment directed towards the 
spacing of births and limitation of family size?
Yes □
No Q
c. If in practice, how are you employed?
Salaried | |
Self-employed
IF "Self-employed", PLEASE GO TO QUESTION 3.e.
d. If salaried:-
i. Are you primarily concerned with?
Teaching □
Clinical practice □
Research □
Administration □
Other □
Li. Are you employed by?
University
Hospital
Government Department 
Armed services 
Other _______________
How would you mainly describe yourself 
relation to your practice?
Obstetrician
Gynaecologist
Obstetrician & Gynaecologist 
Neonatologist 
Endocrinologist 
Ultrasonographer 
Gynaecological pathologist 
General practitioner 
Senior registrar/registrar 
Other
□□□□□
□□□□□□□
□□□
□
□
NOW, PLEASE GO TO QUESTION 4.
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f. If you are not in active practice, how are you 
currently occupied?
Retired
Not in remunerative employment | j
Other occupation
If other occupation, please describe briefly:-
4. Obstetricians and Gynaecologists are called upon to 
engage in both the promotion of childbirth and the 
prevention of childbirth (including sterilisation and 
abortion). To some these themes are contradictory.
To you are they:-
Contradictory □ 26
Not contradictory □
Not contradictory, but they do ncause some difficulty. 1_i
Uncertain □
Some doctors are reluctant to initiate discussion on
family planning methods. In your practice, what do
you tend to do?
Initiate discussion □
Await patient's request □ 27« ~i
Avoid where possible □ □Not relevant to type of practice □
Not practising □
Given our present technology, which of the following
would you see as the two most important factors
limiting the future population of Australia?
(Please mark 1-2 in order of importance).
Government policy □ 28Mineral resources □ I-1
Climate □ LJ
Energy □
Land fertility □ 291-1Water supply □ nOther □
Uncertain □
7. There tend to be two extremes of viewpoint in relation 
to the population debate in Australia.
a. Populate or perish.
b. Zero population growth.
While both of these extremes are clearly 
simplified, which position would you say 
to your own view?
Populate or perish
Zero population growth
Can't decide
over- 
is closer
□□□
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8. There have been numerous and varied estimates as to 
Australia's population capacity. What would you 
consider to be the maximum number of people that 
could be supported while, at the same time preserving 
our existing standard of living?
Less than 15 million □
15-20 million □
20-40 million □ 31
40-60 million □ n60-80 million □ 1_i
Over 80 million □
Uncertain □
9. Australia's population has almost doubled during the 
last 30 years. On balance, do you think that this has 
been a good thing?
Yes
Qualified yes 
Qualified no 
No
Uncertain
Do you think that this rate of growth of population 
has adversely affected you or your way of life?
Yes
No
Uncertain
□□□
10. The average number of new settlers arriving in
Australia between 1947 and 1973 was of the order of 
85,000 per annum. Do you think that this has been?
Too many □
Too few □
About right □
Uncertain □
34
11. Society has come to expect that skilled advice should 
be available to help people limit their families. 
Which two of the following groups do you consider the 
most important in the provision of such advice?
(Please indicate 1-2 in order of importance).
General Practitioners
Paramedicals e.g. Pharmacists
Family Planning Association Clinics
Obstetricians and Gynaecologists
Abortion Clinics
Hospital Family Planning Clinics
Other __________________
Uncertain
12. Do you think that Australia should be more active or 
less active in helping Asian countries to solve their 
demographic problems?
More active □
Less active □
About the same □
Uncertain □
□
□□□□
□□□
13. a. Can you see any place for the prescription of the 
"pill" by non-medical personnel?
i. In Australia:-
Yes
No
Uncertain
□
□□
b.
ii. In developing countries:-
Yes □
No □
Uncertain □
If non-medical prescription of the "pill" were 
allowed by law in Australia, which of the groups 
named below do you think should be allowed to 
initiate therapy?
Trained nurses 
Midwives
Ministers of religion 
Social Workers 
Pharmacists
Others _____________
Doctors only 
Uncertain
□□□□□□□□
35
39
40
41
42
43
44
45
46
47
14. Generally speaking, what do you think is the ideal 
number of children for a couple living in Australia 
to have, that is, about the right number of children 
for most people in this country? (Not just for 
couples in your particular circumstances).
If possible, please specify a number:- ____
Uncertain
15. What do you think is the ideal number of children for 
a couple in your own situation to have?
If possible, please specify a number:- ____
Uncertain
16. How important is it for you to have/have had children?
Very important □
Important □
Not very important □
Prefer no children □
17. In relation to family preferences:-
a. How important is it for you to have at least one 
child of each sex?
□ □ 
□ □ □ □ □
b. How many children would you be prepared to have 
the hope of producing at least one of each sex?
Not applicable
Prefer no children
Not applicable
Very important to have both
Important to have both
Of little importance if all one sex
Of no importance if all one sex
Prefer one child
Prefer no children
Prefer one child 
Please state a number 
Undecided
P□
If you could have only one child, which sex would 
you prefer?
Not applicable □
Female P 53
Male Pi— i □No preference P
Prefer no children P
Uncertain P
48
□
□
d. How many children would your spouse like to have 
if she/he had her/his way?
Not applicable (e.g. Not married)
More children than self
Fewer children than self
Same number as self
Prefer no children
Uncertain
□□□□□□
18. Birth control techniques can be used to help control 
the number, spacing, and timing of pregnancies. In 
relation to the prevention of unwanted pregnancies, 
which one of the following general approaches would 
you regard as the most important?
Sexual and reproductive 
education and counselling
Provision of services to 
prevent conception
Interruption of gestation
□
□
□
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19. Suppose you were consulted by a 17 year old unmarried 
girl whose unwanted pregnancy had just been confirmed; 
although there are clearly many variables involved
a.
b.
Which of the following options would you 
encourage?
Have the baby and adopt it out
Keep the baby as a single mother
Termination of the pregnancy
Forced marriage to the putative father
Have the baby and adopt it into her 
parents' family
Uncertain
Which option would you tend to favour if 
was aged 14 years?
Have the baby and adopt it out
Keep the baby as a single mother
Termination of the pregnancy
Forced marriage to the putative father
Have the baby and adopt it into her 
parents' f amily
Uncertain
tend to
□□□
□
□
□
the girl
□□□□
□
□
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20. a. How old do you think a person ought to be before 
contemplating parenthood?
Female _____ years
years
□ □  
60 61
□ □Male
b. Is there some minimum interval between the births 
of successive children that you would consider 
necessary to ensure the continued good health of 
the mother?
No □
Yes O
If "Yes", please indicate the interval in months
c. At what age do you think a woman should cease 
having children?
21. In relation to hormonal contraception:-
a. Which of the following most nearly describes the 
circumstances under which you would be willing to 
prescribe the "pill" as a contraceptive?
Freely as a contraceptive □
Only if a medical contra­
indication to pregnancy □
Never □
Not applicable □
Would you be willing to prescribe the "pill" as a 
contraceptive to an unmarried girl under the age 
of 16 years without parental consent?
Yes - as a routine □
Yes - unwillingly □
Yes - only if pregnancy seems 
inevitable □
Never □
Uncertain □
Do you generally approve of the use of 
Medroxyprogesterone (Depo-provera) as 
contraceptive in some circumstances?
injectible 
a
Approve - willing to use □
Approve - but would not use □
Disapprove □
Uncertain □
22. How frequently do you recommend the insertion of an 
Intrauterine Device as a method of family limitation?
Frequently □
Occasionally □
Rarely □
Never □
Not applicable □
□
63 64□ □
65 66
23. Which type of Intrauterine Device do you 
Plastic - Lippe's Loop etc 
Metallic - Graffenberg Ring etc 
Copper covered - Cu 7 etc 
Leaf - Anderson's Leaf
Other _____________
Do not use
mostly use?
□
□□
□□
□
24. Do you generally approve of surgical sterilisation as 
a means of birth control for those who desire it?
Yes - for both sexes □
Yes - for males only □
Yes - for females only □
No - not for either sex □
Uncertain □
25. In relation to termination of pregnancy
a. Do you think that a woman should be allowed by 
law to have an abortion in some circumstances?
Yes □
No □
Uncertain □
b. "No law should exist in relation to abortion
except that which is necessary to prevent non­
medical personnel from performing termination 
of pregnancy"
c .
In relation to this statement, would you tend to:-
Agree strongly □
Agree □
Be uncertain □
Disagree □
Disagree strongly □
Would you support moves to restrict taxpayers' 
funding of abortion under the Medical Benefits 
Schedule to those cases where the mother's life 
is seriously at risk?
Yes
No
Some control necessary 
but above too restrictive
Uncertain
□□
□
□
26. Do you think that overpopulation is currently one of 
Australia's most pressing problems?
Yes □
No □
Uncertain □
□
□
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27. As far as you know at present have/ are you 
Completed your family 
In the process of having your family 
Yet to have your family 
No family intended
Not applicable (e.g. Not married etc)
□□□□
□
IF, "no family intended" OR "not applicable" PLEASE 
GO TO QUESTION 29.
28. a. If you have completed your family, how many 
children do you have?
b. If you are still in the process of having your 
family:-
i. How many children do you have? ___
ii. How many more children do you
intend having? ___
c. If you have yet to have your family, how many 
children do you intend to have at the moment?
29. a. Are you an only child?
Yes Q
No 0
b. If you were an only child, do you think that you 
were disadvantaged in any way?
Yes (0
No Q
Not relevant {0
c. If you were not an only child, how many brothers
and sisters did you have?
Not relevant |_J
d. If married, how many brothers and sisters did 
your spouse have?
Not known 
Not married
e. In relation to your parents family:-
i. How many brothers and sisters did your mother 
have?
Not known □
□
□
80□
□
7 8
□  □  
9 10□ □
11 12□ □
13 14ii. How many brothers and sisters did your father have?
Not known
30. In relation to the number of children that people 
should have:-
a. Should doctors advise the poor and less intelligent 
to have fewer children?
i. The poor:-
Yes
No
Uncertain
ii. The less intelligent:-
Yes
No
Uncertain
□□□
□□
b. Should doctors encourage the more intelligent to 
have larger families?
Yes
No
Uncertain
□□□
31. In relation to the spacing of children and control of 
family size, would you please indicate
a. Which of the following methods have you (or your 
partner) used most personally? (Please tick up to 
3 methods).
Not applicable (e.g. No partner nor 
attempt to limit family size etc)
Pill (various kinds)
Condom
Spermacidal (Foam or pessary)
Withdrawl
Diaphragm
Injectible progesterone 
Douching
Sterilisation (Male)
Intra-uterine device
Natural methods (e.g. Cervical 
mucous, Temperature chart etc)
Sterilisation (Female)
Other
□
□□□□□□□
□□
□
□□
b. Which method of family limitation are you 
partner) using currently?
Not applicable
Not using - trying to conceive 
Not using - infertile 
Not using - pregnant 
Method. Please specify____________
32. If you have children, what is the average spacing in 
months between their dates of birth?
Please indicate
One child only
No children
33. If you have completed your family, what age was your 
spouse (yourself if female), when your youngest 
child was born?
Please indicate
Family not complete
No family desired
34. In relation to sterilising operations
a. Have you (or your spouse) had, or are you likely 
to consider having, an operation done on 
yourselves purely to limit family size?
i. Self:-
Yes
No □ 36Uncertain □ I
Not applicable □ 1
ii. Spouse:-
Yes □ 37
No □
Tin o p  r+ ai n n _
Not applicable
i_i□
Do you perform sterilising operations on female
patients?
Yes □ 38
No □
Not applicable □
If you do not perform sterilising operations , what
do you tend to do if approached by a woman
desiring such a procedure?
Refer to another doctor □ 39
Offer an alternative method □ -1
Simply indicate that you are nunable to help LJ
months
□□
(or your
□□
□□n
35.
c. "A sterilising operation is never justified on a 
woman under the age of 18 years?
In relation to this statement, would you:-
Agree strongly
Agree
Uncertain
Disagree
Disagree strongly
If you disagree or are uncertain, could you please 
indicate a situation in which you consider that it 
would be reasonable to perform such an operation?
Please specify ________________
Disagree but unable to specify j— j
such a situation *— *
d. Some women who have not had a child are now
requesting that they be sterilised. Would you be 
willing to sterilise a nulliparous woman under 
some circumstances?
Not applicable □
Yes □
No □
Uncertain □
e. Many women are now requesting reversal of 
operations performed on them in order to limit 
family size. Do you think that such sterilising 
operations have been too easily obtained in recent years?
Yes
No
Uncertain
□□□
41
□
In relation to abortion
a. "If changes are to be made to the existing
abortion laws, then it is desirable that the new 
legislation should be uniform throughout 
Australia?
Would you:-
Agree strongly □
Agree □
Be uncertain □
Disagree □
Disagree strongly □
b. Do you believe that some form of reform is
necessary in the abortion laws of your state or 
territory?
Yes Q
No Q
□
44
45
Uncertain
c. Which of the following changes to the existing 
abortion laws would you favour?
More restrictive laws [ 1
Liberalisation of existing laws
Complete repeal of abortion laws
No change
36. Most people seem to have some views about the stage 
at which an embryo or foetus achieves the status of 
a human being. Which of the following stages would 
most nearly reflect your view?
Fertilisation □
Implantation □
6 weeks gestation □
12 weeks gestation □
Onset of movements □
Viability 26-28 weeks) □
Birth □
Other □
37. In your opinion should abortion be permitted by law 
under the following circumstances?
Please tick the appropriate box:- Yes No
a.
b.
c.
d.
e .
f.
g.
h.
i.
j.
k.
l.
m.
If a woman is pregnant because of rape.
If there is good reason to believe that 
the child would be diseased or deformed.
If the child would be illegitimate
If the pregnancy or birth was likely to 
endanger the physical health of the 
mother.
If the parents could not reasonably 
support another child.
If the woman is less than 15 years old.
If the pregnancy or birth was likely to 
endanger the mothers mental health.
If the woman is over the age of 40.
If the woman is over the age of 45.
If the woman asks for an abortion.
If the woman is pregnant within 
six months of her last confinement.
If the woman is pregnant following an 
unsuccessful sterilising operation.
Simply for failed contraception.
□
□□
□
□□
□
□□□
□
□
□
□
□□
□
□□
□
□□□
□
□
□
46
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38. In your practice, how frequently do you perform
termination of pregnancy?
Fairly frequently □
Occasionally □
Rarely □
Never □
Not applicable □
A few further questions about yourself:-
39. a. In which state or territory do you now live?
b. What is the type of community in which you now 
live?
Metropolis - Over 1,000,000 population 
Large city - 100,000 - 999,999 
Small city - 20,000 - 99,999 
Town or rural area - Less than 20,000
40. How frequently do you attend religious services?
Occasionally (Once/month) □
Regularly (Once/week) □
Festivals and funerals only □
Never □
41. Would you please indicate your general political 
orientation?
Labour
Liberal/N.C.P.
Australian Democrat
Other ___________
Informal voter
42. a. Where was your place of birth?
i. If Australia, which state or territory?
ii. If not Australia, then which country?
□□□□□
□□
□□
b. What is the type of community in which you spent 
most of your time as a child?
Metropolis - Over 1,000,000 population
Large city - 100,000 - 999,999
Small city - 20,000 - 99,999
Town or rural area - Less than 20,000
□□□□
61
62
63
64
65
68
69
43. In relation to your education
a. Where did you receive most of your secondary 
school education?
State school 
Private - Catholic 
Private - Non-catholic 
Other
□□□
□
b. At which university did you obtain your primary 
medical degrees?
In which country did you receive all of or the 
greater part of your postgraduate training prior 
to sitting for the M.R.C.O.G examination?
Australia □
New Zealand □
United Kingdom □ 71
South Africa □ n
Eire □ LJ
Other □
44. In relation to your religious upbringing
a. What religion were you reared to as a child?
Please indicate
No religion [_J
b. What would you say the influence of religion has 
been in formulating the views which you now hold?
Very important □
Fairly important □
General guide only □
Not relevant □
45. What was your father’s main job or occupation when 
you were about 13 years old? (Where possible give 
industrial award or government designation. Otherwise 
describe as fully as possible using two or more words, 
e.g. Electrical fitter. Retail shop proprietor, High 
Court judge, Insurance clerk, Medical practitioner).
□
□
Please specify _____________
Father unemployed (Disabled) 
No father (Deceased)
Not known
□
□□
46. What was your spouse’s father's main job or
occupation when your spouse was aged about i3 years? 
(Where possible, indicate as in Question 45).
Please specify: ________________
Father unemployed (e.g. disabled) 
No father (e.g. deceased)
Not known
□□□
47. What sort of work did your mother do before she was 
married? (If possible indicate as in Question 45).
Please specify: 
Not employed 
Not known
□
□
48. In relation to some opinions that you might hold:-
49.
a. In general, would you say it is better to make 
plans for most things in life, or to just play 
things as they come?
Plan for most things 
Play things as they come 
Uncertain
□□□
b. Would you say that it is better to make 
considerable sacrifices to succeed in life, or 
better to accept whatever comes?
Accept whatever comes
Make considerable sacrifices
Uncertain
□□□
In relation to the knowledge that doctors might 
reasonably be expected to have about methods of 
birth control:-
a .
b.
Where did you mainly acquire your present 
knowledge and expertise in this field?
Medical school
Postgraduate training
Continuing education courses
Self taught - books, first hand
Claim no particular expertise
□□
□
□□
Do you think that the training which you received 
in relation to birth control techniques was adequate?
i. In medical school:-
Yes
No
Uncertain
ii. During M.R.C.O.G. training:-
□□□
□ □
80□
1□
□
□
6
□
7
□
Yes
No
Uncertain
□□
□
850. "There is a tendency to regard reproduction as natural and 
normal for married women but not for unmarried women"
a.
b.
Do you 
way?
think that most doctors would tend to feel that
Yes
No
Uncertain
□□□
Do you think that you tend to feel that way yourself?
Yes
No
Uncertain
FINALLY, PLEASE ANSWER THESE QUESTIONS BY PLACING A 
TICK IN THE BOX WHICH BEST MATCHES YOUR OPINION.
□□□
Here is an example:-
"Australia does not have I Strongly I Tend to juncertainl Tend to I Strongly 
a population problem? I Agree | Agree ] | Disagree | Disagree□ □ H D D
Simply give fairly off-the-cuff answers to these questions.
"The provision of birth control 
services has become unduly 
dependent on doctors?
"With available techniques, any 
couple should be able to plan 
their lives so as to avoid 
unwanted pregnancies?
"Termination of pregnancy up 
to 12 weeks can be performed 
safely in "freestanding" clinics?
"The "aging" of our society - 
the end result of continued low 
birth rate - is an undesirable 
trend?
“International Family Planning 
programmes, per se, have been of 
little value in solving the 
problem of overpopulation?
"Termination of pregnancy should 
be a matter which concerns only 
the woman and her doctor?
"Birth control technology cannot 
in the future continue to ignore
the legal rights of the foetus".
Strongly
Agree
Tend to 
Agree
Uncertain
□ □ □
□ □ □
□ □ □
□ □ □
□ □ □
□ □ □
□ □ □
Tend to 
Disagree
Strongly 
Disagree 1 0
□ P 1u
11
□ □ 1
1 2
□ □
13
□ □ □
14
□ □ T5
□ □
1 6
□ □
"In view of the declining 
birthrate, governments in 
Australia should be encouraging 
couples to have more children?
"Contraceptive information should 
be a routine part of sex 
education in secondary schools?
"Second trimester abortions 
should be permitted by law only 
in situations where the life of 
the mother is at risk?
"Family Planning Associations 
should be concerned more with 
education than with the provision 
of contraceptive services?
"Doctors have tended to exaggerate 
the dangers of abortion during the 
first trimester?
"Lack of responsibility is a more 
common cause of unwanted pregnancy 
than lack of knowledge?
"Overpopulation is a problem only 
in "developing" countries, (i.e. 
Asia, Africa, and Latin America)?
"There is little that governments 
can do to bring about a reduction 
in average family size?
"Except in emergency, termination 
of pregnancy should not be 
permitted without the written 
agreement of another doctor?
"Contraceptive knowledge in the 
hands of young people is an 
incitement to promiscuity?
"Abortion should not be allowed 
without the considered permission 
of a statuatory panel, referee, or 
termination committee?
"The opportunity to obtain trainin 
in Obstetrics and Gynaecology 
should not be dependent on whether 
or not one is willing to perform 
abortions?
"A reduced infant mortality is the 
most important step towards the 
achieving of a reduction in 
average family size?
Strongly
Agree
Tend to 
Agree
Uncertain Tend to 
Disagree
Strongly
Disagree 17□ □ □ □ □
18□ □ □ □ □ U
19□ □ □ □ □ 1J
20□ □ □ □ □
21□ □ □ □ □ 1
22□ □ □ □ □ 1
23□ □ □ □ □
24□ □ □ □ □
25□ □ □ □ □ i
26□ □ □ □ □
27□ □ □ □ □
g 28□ □ □ □ □ L
29□ □ □ □ □
